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ABSTRACT 
 
Since the inception of the student supernumerary status, both globally and in South 
Africa, nursing and midwifery educators have been concerned about the clinical 
competencies of their students. Student clinical competency levels in South Africa are 
critical to midwifery practice, especially as most litigation against the Department of 
Health in South Africa concerns negligence in midwifery practice. In addition, the 
litigations mostly involve newly qualified midwives, thus suggesting a link with practice 
competency levels. Several challenges exist in the academic and practice environments 
regarding student learning, practice and clinical preparedness. Lack of support during 
clinical placement and a lack of facilities for use during clinical practice modules are 
among these challenges. Some students, due to the challenges they face with clinical 
learning and practice, fail to meet the practical competencies for examination entry 
requirements. Consequently, some of these students have to repeat the year or exit the 
programme. The current study sought to identify how to assist midwifery educators in 
their activities to prepare students for clinical placement readiness. 
The first objective of the study was to explore and describe the perceptions of midwifery 
educators regarding the need for additional measures to enhance the clinical 
preparedness of basic midwifery students before they are allocated to the clinical areas. 
The second objective sought to make recommendations that would further assist the 
midwifery educators to clinically prepare midwifery students before being allocated and 
placed in different clinical areas.  
A qualitative, explorative, descriptive and contextual research design was used for the 
study and the study was conducted at a nursing college in the Eastern Cape Province 
from August 2014 to January 2016. The research population consisted of midwifery 
educators at a nursing college and a purposive sampling technique was used guided by 
set criteria. Data were collected using focus group interviews. Four focus groups were 
used making a total of 17 participants.  
The principles applied for data analysis were those of Tesch’s method of data analysis, 
which were used to develop the themes and sub-themes. An independent coder 
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assisted with the coding of the data for the purposes of trustworthiness. In addition, 
Lincoln and Guba’s model of trustworthiness consisting of the criteria of credibility, 
transferability, dependability and conformability was used to confirm the validity of the 
study while the ethical principles adopted were informed consent, justice, non-
maleficence, privacy and confidentiality. 
The study found that the participants perceived numerous challenges that hindered the 
clinical preparedness of their students. These related to increased workload, lack of 
support from management and a lack of commitment on the part of students towards 
their studies. The participants also identified inconsistencies in clinical practice between 
the clinical midwives and the educators, and even among the educators themselves. 
This lack of consistency in turn causes confusion among the students and thus impacts 
negatively on their clinical practice preparedness. Based on these findings 
recommendations for clinical nursing practice, nursing education and research were 
made.  
  
KEY WORDS: Education, Clinical areas, Competence, Student, Midwifery, Perception, 
Preparedness 
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CHAPTER ONE 
 
OVERVIEW OF THE STUDY 
 
1.1 INTRODUCTION 
Globally, in the past ten years clinical preparedness of students has become a central 
feature in nursing education. Specifically in midwifery, it has been noted that 
infrastructure and human resource shortages has led to educators opting for simulation 
as a means to assist the the teaching of clinical modules. This form of teaching takes 
place in clinical laboratories where students are provided with an opportunity to learn 
hands on. The benefit of teaching in clinical laboratories is that it is less stressful 
because there is no immediate danger to the patient and there is limited danger to the 
learner. Simulation laboratories provide learners with an ideal opportunity to be directly 
supported and guided by educators whilst gaining the experience that they are expected 
to further learn in the clinical situation to be competent practitioners. 
The purpose of this study is to explore the perceptions of midwifery educators regarding 
the factors that enhance clinical preparedness of basic midwifery students for their 
clinical placements. A qualitative approach using an explorative, descriptive and 
contextual design was used for the study. Focus group interviews were used to collect 
data and field notes were taken during data collection. All the relevant ethical principles 
were adhered to.  
 
1.2 BACKGROUND AND ORIENTATION 
Teaching and learning in nursing and midwifery consists of theory and practice. Theory 
is facilitated in the classroom setting whilst practical teaching happens in simulation 
laboratories and is further practiced in the hospitals, clinics and nursing homes. 
Following simulation, students are allocated to the clinical areas by the specific clinical 
co-coordinator, which enables them to work with live patients and practice to become 
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clinically competent (Mackenzie, 2009:395; Meyler and Trenoworth, 2007:157). 
Students placed in clinical areas benefit from direct clinical learning and hands-on 
experience where they receive supervision and the opportunity to correlate theory and 
practice (Meyler and Trenoworth, 2007:167). 
However, due to the ever-changing nature of the clinical areas, these hands-on 
opportunities are not always helpful to achieve the intended student and clinical learning 
objectives. These changes are due to, among others, the dynamics and shortages of 
staff and equipment. The midwifery mentors are deficient in their learner mentoring, 
clinical and clinical support duties in the presence of these shortages. This is due to 
mentors becoming caught up in the busy schedules of their other responsibilities which 
results in them neglecting the students. The main task of clinical mentors is to give 
individual attention and support to students while assisting them to become practically 
competent, confident and safe practitioners (Prevost, 2011:292).  
However, mentors are expected to give individual attention and support to students 
while assisting them to become practically competent, confident and safe practitioners. 
When students do not have support from mentors it is possible that they will lose 
confidence which results in them experiencing difficulty in achieving competence in 
certain practical procedures (Prevost, 2011:295). The mentors who most often directly 
supervise the students are the midwives who are permanently employed and working in 
the obstetrical units thus not having time for student support.  
Due to the lack of supervision in the clinical areas, students will have to be prepared in 
simulation situations in order to ensure they become confident and practically 
competent practitioners. According to Simonelli and Paskausky (2011:172), midwifery 
educators have to incorporate simulation into the curriculum in order to improve learner 
clinical performance and knowledge development in the undergraduate midwifery 
course. In this study, the researcher will explore the need for additional measures that 
could assist existing clinical teaching strategies, such as simulation, for midwifery 
students. 
During simulation, students can practice various skills in a safe environment at their own 
pace, without risking the patients’ lives and with less danger to themselves (Kaddoura, 
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2010:507). Currently, in South Africa there is much litigation against healthcare 
institutions, most of which seem to be due to poor midwifery practices. Reason for poor 
midwifery practices may be partially due to midwives in practice areas opting to 
concentrate on patient care rather than student supervision (Emmanuel and Price-
Miller, 2013:18). As a result, the newly qualified midwives are not suitably prepared to 
practice midwifery, which may lead to errors in clinical decision making. 
There are many advantages in using simulation as a teaching strategy. Simulation 
presents the advantage of immediate feedback to the learners by the educator, 
providing an environment for reflective thinking and reviewing of issues related to 
patient safety (Jeggels, Traut and Kwast, 2010:54). The strengths and weaknesses of 
the students are identified and corrected through engagement with the educators. This 
has the advantage of increasing learner confidence, clinical judgement, decision making 
and competence (Douw, 2008:96; Jeffries, Bambini, Hensel, Moorman and Washburn, 
2009:619). Accordingly, students expect support, mentoring and supervision to continue 
when they start with clinical placements, however it seems as if this is either not 
happening or happens rarely. Competency in the practice area is expected to be 
accelerated when the students are well prepared and are more independent because 
the learners already have the experience from the clinical simulation (Douw, 2012:655). 
However, the clinical laboratory is considered to be a conducive and stress-free 
environment for skills learning, but might need some additional measures like access 
and support for continuous practice to enhance clinical preparedness of the midwifery 
students (McKenzie, 2009:395). 
Globally, nursing and midwifery education used to be under the influence and control of 
hospitals, but that has since changed. In the United Kingdom (UK), as in South Africa, 
nursing and midwifery education has had to be adapted to meet the needs and 
demands of the new dispensation so that professionals who are experts in nursing and 
midwifery practice, knowledge and research, are produced. Consequently, the 
traditional apprenticeship way of nursing education utilised in the early 1980s has been 
replaced by curriculum project 2000 which is student centred, making nursing colleges 
the primary source for skills education and practice (Douw, 2008:94). 
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Nursing education in the UK approved a higher education system which is provided at 
universities and nursing colleges, and concurrently the students attain supernumerary 
status in the clinical setting (Haigh and Borneuf, 2010:197). The number of students 
joining the basic nursing programmes also increased, causing a challenge in clinical 
placement for them all, which created a gap between learning of theory and in practice. 
Therefore, other skills development strategies and methods, like curriculum 
arrangement to accommodate time to access simulation laboratories, had to be 
developed or adapted to improve student competence (Haigh and Borneuf, 2010:197). 
The same situation is evident in South Africa. 
In Australia because of similar challenges and experiences as in the UK, changes in the 
midwifery curriculum had to be implemented. The increasing staff shortages, aging 
workforce and clinical placement shortages led to the exploration of simulation as an 
alternative. This move from a lecturer to a student centred clinical strategy in midwifery 
assisted the facilitation of knowledge application, critical thinking and decision making in 
the learners (Arundell and Coiffi, 2005:296; McKenna et al., 2011:682). The nursing 
education situation described above concerning the UK and Australia appears to be 
similar to that which is currently happening in South Africa, particularly in the midwifery 
programme, and it has not had good results. 
Simulation could be a possible strategy to overcome mentoring shortages in midwifery 
as long as it is introduced correctly to ensure good results. In view of the 
aforementioned statement, Tyler-Viola, Zulu, Maimbolwa and Guarino (2012:1) argue 
that simulation use, even in under resourced countries, is an effective teaching and 
learning strategy. It is believed that simulation has the potential to prepare more 
confident practitioners who can provide leadership skills in decision making and can act 
promptly during midwifery emergency situations (Tyler-Viola et al., 2012:4). These 
authors add that such skills, once mastered, will hopefully assist in improving standards 
of midwifery practice. Optimistically this will lead to the reduction of maternal deaths in 
the sub-Saharan African region (Tyler-Viola et al., 2012:5). 
Clinical simulation laboratories are used in America as a safe environment to provide 
students, new graduates and practicing staff with an opportunity to prepare and practice 
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(Jeffries et al., 2009:613). American midwifery students are allocated observer status, 
as directed by the scope of practice, leaving the women to take the primary role in 
caring for their babies (Jeffries et al., 2009:213). When students are observers for most 
of their time in the clinical areas they lose proficiency and take longer to become 
competent. 
It is for this reason that nurse educators have to strengthen clinical practice education in 
the nursing colleges, before the clinical placement of their students to improve hands-on 
training. Clinical laboratories are an invaluable adjunct to enhance the clinical 
preparedness that will lead to much needed clinically competent students who will be 
safe practitioners. The South African National Department of Health supports this view 
and is of the opinion that providing competent, efficient practitioners for health care to 
members of the community is a priority (Geyer, 2013:12; Tyler-Viola et al., 2012:4). 
The South African Nursing Council (SANC) controls and regulates nursing and 
midwifery education in South Africa (SANC, 2005:95). As part of its controlling function, 
SANC approves curricula, institutions of education and training and the clinical 
placement areas. SANC also stipulates the clinical hours and learning objectives that 
the student has to achieve in each specific practical area (SANC R174, 2013). The 
programme may be offered at diploma or degree level depending on the application and 
accreditation of the nursing education school. Midwifery students have to accrue 
approximately 1000 hours of practice in clinical settings with specific learning outcomes 
in antenatal care, labour delivery units, postnatal and neonatal care units (SANC R174, 
2013). Furthermore, the practical examination has to be passed by the student before 
he/she can be accorded the qualification and licence to practice (SANC, 2005:6), 
making clinical competency a vital requirement. 
A well founded clinical background appears to depend on efficient practice, 
knowledgeable support and adequate mentorship of students (Jeggels et al., 2010:51). 
The current challenges being experienced in the clinical area in South Africa clearly 
indicate that additional clinical teaching is necessary to prepare students for clinical 
placement and to achieve the clinical module outcomes stipulated by SANC, and to 
achieve the competency needed to become safe practitioners. 
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1.3 PROBLEM STATEMENT 
Policies and recommendations from the national and provincial government have to be 
followed during the recruitment and selection of students by the Eastern Cape Province 
nursing colleges. The number of students admitted into the programme (set number) is 
based on the number of students qualifying and leaving the programme. During the past 
five years the set number of students admitted to the nursing college has increased.  
As a result the clinical placement of a large number of students is a challenge. This is 
especially so at the entry level to midwifery which is during the third year of training at 
the nursing college. In addition to this, there is a notable shortage of practice areas 
linked to the shortage of mentoring and dynamics in the practice areas. Owing to this 
challenge, a number of students in the nursing college where the researcher works 
failed to meet the clinical competencies and examination entry requirements which 
prevent them from qualifying for the final clinical examinations. These students have to 
repeat the year or exit the programme. The problem with repeating the year is that 
these students add to the number of students who register for the following year, 
because they are additional to the new class. Therefore, supervision in the clinical areas 
with the shortage of midwives and midwifery educators as clinical mentors further 
exacerbates the challenges and prevents even more students from completing their 
clinical procedures. Readiness of these students for clinical placement becomes a 
challenge. Consequently, this means that the clinical placement needs are not met, and 
thus the clinical competency of these student midwives is not attained. Hence their 
readiness for clinical placement is envisaged as a challenge. The study therefore 
sought to explore the perceptions of midwifery educators regarding the need to enhance 
clinical preparedness of basic midwifery students before their clinical practice. The 
questions that the study aimed to answer were: 
  
 What are the perceptions of midwifery educators regarding additional measures 
to their current clinical teaching strategy? 
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 What do midwifery educators plan as an addition to current clinical teaching 
strategies that could benefit students to cope as independent students in clinical 
areas?  
 
1.4 PURPOSE 
The purpose of the study was to explore the perceptions of midwifery educators 
regarding factors that are necessary to enhance clinical preparedness of basic 
midwifery students. 
 
1.5 OBJECTIVES 
The objectives of the study were: 
 To explore and describe the perceptions of midwifery educators regarding the 
need for additional measures to enhance clinical preparedness of basic 
midwifery students before they are allocated to the clinical areas  
 To make recommendations that will further assist the midwifery educators to 
clinically prepare basic midwifery students before they are allocated and placed 
in different clinical areas. 
 
1.6 CLARIFICATION OF CONCEPTS 
Clarification of concepts in a research study serves as a means to provide meaning to 
the study. Below is the clarification of the concepts that are used in this study. 
 
Clinical areas 
Clinical areas refer to health care settings where the examination and treatment of 
patients is done, usually in hospitals (Hornby, 2010:264). Thus for this study, clinical 
areas will refer to the hospitals and clinics where examination and treatment is done for 
8 
 
women during pregnancy, the intrapartum and the postpartum period. This includes the 
care of the newborn in the context of hospitals and primary health care settings.  
 
Competence 
Competence refers to having the ability to do something well (Hornby, 2010:294) and 
being in possession of sufficient knowledge. Similarly, it refers to having the ability and 
confidence to perform midwifery skills and functions satisfactorily in the midwifery units 
with little or no guidance (Kirchoff and Goeres, 2011:9). In this study, competence refers 
to the ability to perform the skills learnt during training and application of this knowledge 
with minimal or no guidance from experts. 
 
Educator 
An educator is defined as an expert in the theories and methods of education. The 
educator’s job is to teach or educate people (Hornby, 2010:468). In the context of this 
study, an expert would be one who is an expert in midwifery education and who has 
taught midwifery students for a minimum of two years. Due to the professional nature of 
nursing this person would have to be registered with SANC and have the appropriate 
qualifications. 
 
Midwifery 
Midwifery is the profession and work of a person trained to help women give birth to 
babies (Hornby, 2010:929). In this study, midwifery means the care and management 
given to a woman and her infant during pregnancy, including the intrapartum and 
postpartum period. 
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Perception 
In this study, perception refers to the ability to understand the true nature of some 
things, especially those that are not obvious, or having an idea or belief as to how one 
understands something (Hornby, 2010:1079). 
 
Preparedness 
Preparedness refers to a state of being ready or willing to be used or to do something 
(Hornby, 2010:1144). In the study, preparedness is referring to a state of readiness of 
basic midwifery students to confidently perform midwifery skills, correlating theory and 
practice, during clinical exposure in order to become competent practitioners. 
 
Student 
A student is someone who is studying at a university or college (Hornby, 2010:1484). It 
also means a person undergoing education and training towards a qualification. It 
indicates gaining competency in a profession, at an approved institution (SANC 2005:6). 
In this study, a student is someone who is studying towards a qualification in a basic 
midwifery course. This could be either in a four year comprehensive diploma or degree 
programme or a one year midwifery diploma course at an approved institution (SANC 
2005:6).  
 
1.7 RESEARCH DESIGN AND METHODS 
According to Babbie and Mouton (2009:80), a research design is a plan or framework 
that guides the processes of the study and is determined by the purpose of the study. 
The research design for this current study is a qualitative research approach using 
exploratory, descriptive and contextual designs. A further discussion of the research 
design follows in chapter two of this study. 
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1.7.1 Design 
 
A brief discussion of this research design follows below. 
 
1.7.1.1 Qualitative research 
Qualitative studies are explorative in nature leading to new insights, comprehension and 
better understanding of a phenomenon. Qualitative studies utilise in-depth interviews 
that involve open, flexible discussions (Babbie and Mouton, 2009:80). It focuses on 
individuals, particularly how they make sense of a phenomenon as it exists in their own 
world or as it is experienced by them in their own terms and context (Brink van der Walt 
and van Rensburg, 2012:121; Polit and Beck, 2008:220). A qualitative approach using 
an exploratory, descriptive and contextual research design was used to explore and 
describe how midwifery educators perceive the need for additional measures to 
enhance clinical preparedness of basic midwifery student. 
 
1.7.1.2 Exploratory 
An exploratory design investigates a phenomenon of interest of which little is 
understood, or about which definite answers are not available, despite previous studies 
(Polit and Beck, 2010:18; De Vos, Strydom, Fouché and Delport, 2011:95). Exploratory 
studies require in-depth interviews so that the researcher can gain an understanding 
about a phenomenon, which will yield new insights as participants describe their 
experiences as understood by them. Exploratory designs usually answer the ‘what’ 
question (De Vos et al., 2011:95). This study used exploratory research to investigate 
how midwifery educators regard the need for additional measures to enhance clinical 
preparedness of basic midwifery students. 
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1.7.1.3 Descriptive  
A descriptive design provides accurate descriptions of lived experiences that include the 
researcher’s observations (Polit and Beck, 2012:512; Schmidt and Brown, 2012:15). 
Descriptive studies include a description of what is already in existence in practice and 
allows for the discovery of new information, promotes the understanding of situations 
and classifies information for use in the discipline (Grove, Burns, and Gray, 2011:7). 
Participants in this study were allowed an opportunity to describe their perceptions 
regarding the need for additional measures to enhance clinical preparedness of basic 
midwifery students. In-depth interviews were used to gather information from midwifery 
educators. Thereafter, recommendations related to the use of additional clinical 
teaching strategies to enhance student preparedness before clinical allocations in 
different clinical areas, to improve student clinical competency, were developed. 
 
1.7.1.4 Contextual 
A contextual study is related to a specific environment in which the participants are 
found. The environment influences their perceptions regarding a particular phenomenon 
(Babbie and Mouton, 2009:80). Data were collected in the field (natural setting) where 
the participants experience the problem under study. In this study, midwifery educators 
working with midwifery students at a nursing college in the Eastern Cape Province were 
interviewed regarding their perceptions of the need for additional measures to enhance 
clinical preparedness of basic midwifery students. 
 
1.7.2 Research methods 
Research methods include the methods, techniques and procedures that are used to 
implement the research design. The methods give detailed information on how the 
research will be conducted to gather and analyse relevant information (Babbie and 
Mouton, 2009:104). 
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1.7.2.1 Research population 
The research population is the entire group of persons, objects and elements that 
represents all the characteristics for inclusion in a research study. This sets the 
boundaries for the target population, which is referred to as the unit of analysis (Burns 
and Grove, 2008:544; Botma, Greeff, Mulaudzi and Wright, 2010:123). Selection of the 
participants is based on their experience, knowledge and views related to the research 
topic (Grove et al., 2011:84). The research population for the study were all midwifery 
educators working at a nursing college in the Eastern Cape Province. 
 
1.7.2.2 Sample and sampling methods 
A sample is the unit of analysis that represents the entire population and is drawn from 
the target population (Brink et al., 2012:132). Sampling is the process of selecting a 
portion of the population to represent the entire population in order to make accurate 
inferences (Polit and Beck, 2012:239). A non-probability method and purposive 
sampling technique were used for the purpose of this study. This technique is based on 
the researcher’s judgement to select participants who are knowledgeable about 
midwifery clinical teaching and practice (Brink et al., 2012:139). This technique is used 
in exploratory designs, and requires clear norms to be used as inclusion and exclusion 
criteria. The sample size is determined by the scope and quality of the data needed, 
research strategies and the methods of data collection (Botma et al., 2010:200). A 
purposive sample for the study was taken of nursing college midwifery educators from 
three campuses. Sample size was determined by the quality and saturation of the data 
collected. Data saturation was achieved when no new information emerged (De Vos et 
al., 2011:393; Schmidt and Brown, 2012:354). 
The inclusion criteria for the participants are listed below. The participants in this study 
had to: 
 have taught midwifery students for a period of at least two years  
 be permanently employed at the nursing college 
 be allocated for student clinical accompaniment 
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 be involved in the formative and summative assessment of the practical 
examinations 
 
The exclusion criteria were as follows: 
 Midwifery educators who are not permanent employees in the nursing college 
 Educators who are not involved in midwifery clinical teaching and 
accompaniment 
 Midwifery educators with less than two years’ experience of teaching 
midwifery 
 Educators who are not involved in the formative and summative assessment 
of the practical examinations 
 
1.7.2.3 Data collection methods 
The choice of data gathering methods and the kind of data to be collected is guided by 
the type of research design and the research purpose. Data collection methods in 
qualitative research include interviews, observations, audiotapes, field notes and 
documents. Four focus groups were interviewed, with a range of four to five participants 
in a group to collect the data for this study. Focus groups use a semi-structured 
interview method used for in-depth discussion (Botma et al., 2010 210-211) to promote 
group dynamics and self-disclosure among participants. The interviews were conducted 
using an interview guide with a list of broad questions. This enabled the researcher to 
follow up interesting topics that emerged during the interview (De Vos et al., 2011:352; 
Polit and Beck, 2010:341). The researcher made use of a skilled independent 
interviewer as a co-facilitator for guidance in interviewing also to avoid bias and allow 
free participation of the participants. Each member of the focus groups was given a fair 
and equal chance to participate during discussions. Each group interview took 45 to 90 
minutes, but did not to exceed 90 minutes. 
Field notes were used during data collection. The field notes helped record what went 
on during the interviews and included the things that were seen, heard, experienced 
and thought about during the interviews (Botma et al., 2010:217). The field notes had to 
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be written accurately as these helped the researcher to explore the process of the 
interview (Babbie, 2007:310; Creswell, 2007:142). The different types of field notes 
used were: 
 Observational notes: These are descriptions of observed events, conversations, 
information about actions and the context in which they occur. 
 Methodological notes: These reflect the strategies and methods used in the 
observation. They are reminders as to how subsequent observations were made. 
 Theoretical notes: This is when the researcher documents her own thoughts to 
make sense of the events and attached meaning to the observations made. 
 Personal notes: These were captured by the researcher and concern her own 
feelings and emotions while in the field (Polit and Beck, 2012:354). 
 
The interviews were captured by means of an audiotape, which assisted the researcher 
to focus on what was being said as well as to ask relevant questions. Capturing data in 
this manner also assists in the verbatim transcription because it enhances the 
authenticity of the information. 
 
1.7.2.4 Data collection process 
The data collection process is a series of activities designed to collect data and includes 
locating individuals, gaining access, establishing rapport, sampling, collecting data, 
recording information, resolving field issues and storing data. These activities are meant 
to assist in the gathering of quality information to answer emerging questions (Creswell, 
2007:118). Data were collected after having obtained the necessary permission from 
the relevant authorities and the participants who had been identified and asked to 
participate in the study (see annexures A). 
For permission purposes the participants were provided with an informed consent form 
to sign indicating voluntary participation. The information provided in the consent form 
included an explanation related to the objectives, research ethics and data collection 
methods. Information also included decision making and negotiations with the 
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participants regarding the venues, expectations, process of the study, ground rules, and 
timeframes. Daily activities of the nursing college were taken into consideration so as to 
not disturb the routine and teaching responsibilities of the participants (Botma et al., 
2010:212). 
An interview facilitator (researcher) directed the interviews, kept the discussion flowing 
and prevented researcher bias. A co-facilitator was also used at the campus where the 
researcher is currently working as a senior educator. An interview guide was given to 
each participant to read before the interview started (Botma et al., 2010:212). All focus 
group participants were asked to respond to the following question: 
“Tell me how do you feel about your current clinical teaching strategy for 
the purpose of clinical preparedness of your students before their clinical 
allocations?”  
During the interview session the participants were given sufficient opportunity to relate 
their perceptions regarding the strategies to enhance clinical preparedness of basic 
midwifery students. The researcher employed interview techniques such as confirming, 
repeating and reflection in order to obtain rich data. Seventeen midwifery educators 
from the nursing college were selected for research interviews, comprising of four focus 
groups. 
 
1.7.2.5 Data analysis method 
Data analysis is a process that uses various methods whereby the collected data is 
interpreted and conclusions are drawn by the researcher (Babbie and Mouton, 
2009:101). In qualitative research, data analysis occurs as the data is being gathered 
during interviews thus giving space for modifications in data collection procedures and 
strategies for new data collection during the process (De Vos et al., 2011:405; Burns et 
al., 2011:93). Data from interviews need to be analysed while still fresh in the mind of 
the researcher. This is done in a systematic, continuous, verifiable sequence so as not 
to lose the meaning of what was said (Burns and Grove, 2009:507; Botma et al., 
2010:220).  
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Data from the audiotape were transcribed verbatim, verified for accuracy and were 
coded into various themes (Botma et al., 2010:214) using the data collection and 
analysis method described by Tesch (Creswell, 2009:186) (see steps annexure C). 
During the data analysis, similar categories were put together in a hierarchical format, 
with a written report that specified and clarified connections among categories and 
themes (Botma et al., 2010:227). The researcher identified trends and patterns that re-
appeared within each group and the group and individual behaviours were recorded as 
field notes (Botma et al., 2010:213). A written request for the data analysis process was 
given to the independent coder, who is an expert in qualitative data analysis, so that the 
analysis was consistent. A meeting was scheduled with the independent coder for 
consensus and to conclude findings.  
 
1.8 PILOT STUDY 
A pilot study is a small scale study that resembles the main study in all aspects while 
using a small number of participants selected from the study population (Botma et al., 
2010:275). It is conducted to test the adequacy and appropriateness of the research 
methodology, the feasibility of the study and to allow modifications where necessary 
(Brink et al., 2012:175).  
The researcher conducted a pilot study using three midwifery educators from one of the 
satellite nursing college campuses in the Eastern Cape Province. The interviews were 
conducted using the same interview guide and equipment as for the main study. 
Modifications were made and timeframes were noted and adjusted. 
 
1.9 TRUSTWORTHINESS 
Trustworthiness in qualitative research is equivalent to validity in quantitative research 
studies and ensures that data collection and analysis are accurate and that the findings 
are an accurate reflection of what the participants want to express. Lincoln and Guba’s 
Model (De Vos et al., 2011:419) was used as a guide to maintain the trustworthiness of 
17 
 
the study. The model makes reference of four standards, namely, truth-value, 
applicability, consistency and neutrality. The standards are discussed fully in chapter 
two of this study. 
 
1.9.1 Truth-value 
Truth-value is used to determine the researcher’s confidence in the truthfulness of the 
findings within the context of the study. The strategy used for this purpose was 
credibility (Botma et al., 2010:233). 
 
1.9.1.1 Credibility 
Credibility, according to Botma et al. (2010:233), describes the authenticity of the 
findings and truth telling in a study using various techniques. According to Babbie and 
Mouton (2009:277), credibility is achieved by prolonged engagement, triangulation, 
member checks and peer debriefing. Each interview for the study lasted for 45 to 90 
minutes. 
 
1.9.2 Applicability 
Applicability uses transferability as a strategy.  
 
1.9.2.1 Transferability  
Transferability is defined as the generalization of the findings of the study to a larger 
population or the applicability of the findings to other participants or contexts (Babbie 
and Mouton, 2009:277). The researcher was able to enhance transferability by using 
purposive sampling, the use of exploration, thick description, and in-depth discussions 
and interpretation of the data.  
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1.9.3 Neutrality 
Neutrality refers to the degree and extent to which the findings are solely the 
interpretations of the participants and are not influenced by the environment (Botma et 
al., 2010:233). 
 
1.9.3.1 Confirmability 
 
Confirmability is essential in qualitative research to demonstrate that the data collected 
represents the meaning and interpretations of the participants and is not influenced by 
the researcher’s perceptions and interpretations of the phenomenon. The findings must 
be a true reflection of the participant’s views and are clarified by the use of audits, 
reflexivity and triangulation (Botma et al., 2010: 233). 
 
1.9.4 Consistency 
Consistency refers to whether the study, if repeated under the same conditions with the 
same participants, will produce the same outcomes (Botma et al., 2010:233).  
 
1.9.4.1 Dependability 
Dependability refers to the extent to which the study can produce the same results 
when repeated with the same participants in similar situations (De Vos et al., 2011:420; 
Botma et al., 2010:232). The researcher was able to enhance the dependability of the 
study by keeping the records of the research process for auditing purposes (Becker and 
Bryman, 2009:252). She also requested the assistance of experts in qualitative 
research during the interviews, data collection, data analysis and interpretation of data. 
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1.10  ETHICAL CONSIDERATIONS 
The ethical principles and standard values that guide research must ensure that human 
rights are adhered to. The purpose of these values is to protect participants against 
harm and abuse (Brink et al., 2012:33). 
 
1.10.1 Informed consent 
Humans have a right to self-determination and respect and therefore need to get full 
disclosure about the research study including possible dangers before consenting to 
participate (Polit and Beck 2012:159). The goals and objectives of the study were 
communicated before the commencement of the study and participants signed written 
consent forms voluntarily without being bribed or coerced (De Vos et al., 2011:128). 
Consent must be obtained from the participants before the audiotapes, written notes 
and cameras are used. Participants in this study were asked for voluntary participation, 
will be provided with full information related to the data collection process, their rights to 
withdraw at any stage of the study or to refuse to participate. They were assured of 
privacy and confidentiality. Following this information, participants were asked for their 
written consent.  
 
1.10.2  Do no harm 
A thorough analysis of the potential risks and benefits was done and these were 
communicated to the participants beforehand. The impact they would have on the 
participants was also explained to the participants. Individuals who could have been 
vulnerable were excluded from the investigation. 
The interviews were conducted in a comfortable environment that accommodated the 
entire group, noise pollution was not a problem and seating arrangements were 
discussed with the group. The facilitator controlled the discussion so that no participant 
felt threatened or harassed by the other participants. Pre-set ground rules were followed 
by everyone in the group. A debriefing session was held after each of the interviews 
where the participants’ experiences and feelings were shared and reflected upon. The 
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facilitator was available to rectify any misconceptions that may have arisen following the 
debriefing, but she was not required. All the tapes were labelled using pseudonyms to 
protect privacy, and are being kept under lock and key to protect privacy and 
confidentiality. 
 
1.10.3 Justice 
Every individual has a right to fair selection and treatment during the research process. 
A group of potential participants was purposively selected from the population based on 
the inclusion criteria drawn before the commencement of the sampling process (Botma 
et al., 2010:323). An informed consent form was used to ensure full co-operation 
between the researcher and the participants. The researcher showed sensitivity to the 
participants’ emotions and needs, by stopping the interviews if the participant 
experienced negative feelings. Counselling was offered, but none of the participants 
indicated that they needed any. 
 
1.10.4 Privacy and confidentiality 
Privacy refers to the means by which the participant’s identity is protected and shows 
respect towards an individual’s views and contributions during an interview, even 
among group members. Anonymity could only be maintained in a limited way owing to 
the nature of the focus group concept. However, the names of participants were not 
attached to the transcripts. The transcripts were given pseudonyms as a means of 
identification thus, to ensure anonymity. To ensure confidentiality only the researcher 
had the full details of the participants in the event she had to refer back and confirm 
some aspects of the interview with the participants. Information obtained from the 
participants was made known only to the researcher, research supervisors and 
independent coder. Taped interviews, notes and transcripts were kept locked in a safe 
place. Care will be taken not to use information that can be traced to a specific 
individual. 
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1.11 CHAPTER OUTLINE 
 
Chapter Name of chapter 
One  Introduction and overview  
Two  Research design and methods 
Three  Data analysis and interpretation of the research results 
Four  Conclusions, limitations, recommendations 
 
1.12 DISSEMINATION OF RESULTS 
A report will be submitted to the Department of Nursing Science of the Nelson Mandela 
University, a copy will be made available to the library to be accessed by other students 
and colleagues. Participating institutions, other health professionals, including policy 
makers, will receive summary reports. Research committees and the professional 
community will be informed using articles in midwifery journals and DENOSA 
magazines. Feedback will be presented in seminars, conferences and workshops 
(Botma et al., 2010:314). 
 
1.13 CONCLUSION 
This study sought to identify the understanding that midwifery educators in the Eastern 
Cape Province have regarding midwifery students clinical preparedness for clinical 
placement and development of  teaching strategy to enhance competency of midwifery 
students in midwifery teaching and practice. A qualitative exploratory, descriptive 
research design was utilized using focus group interviews. A sampling procedure was 
followed using the pre-determined criteria as indicated in the research design. Ethical 
procedures were adhered to during the research process. The data analysis followed 
the different steps used in qualitative research.  
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CHAPTER 2 
 
RESEARCH DESIGN AND METHODS 
 
2.1 INTRODUCTION 
In chapter one an overview of the proposed study was presented. In the current chapter 
a detailed in-depth description of the research design and methods used to conduct the 
study is presented. The researcher explored the perceptions of midwifery educators 
regarding the need for additional measures to enhance clinical preparedness of basic 
midwifery students. A description of the data collection, the data analysis methods, the 
literature control and the trustworthiness of the study is presented. 
 
2.2 RATIONALE FOR THE STUDY 
Students in midwifery struggle to correlate theory with practice, resulting in a high failure 
rate of midwifery examinations. Furthermore, owing to this struggle newly qualified 
midwives might not be able to function independently as professionals. The increase in 
failure rate mostly affects students at their third year level of training which is the first 
year of midwifery modules and one year diploma in midwifery. The failure rare thus has 
a ripple effect on student numbers and challenges the capacity of educators to 
adequately supervise the students. Douw (2012:9) agrees that incompetence and high 
failure rates are attributed to an increase in the number of students and ineffective 
supervision and support, for students before clinical placement. Students are taught 
theory in the classroom, and midwifery skills are demonstrated using simulation. 
Thereafter students are placed in clinical areas to promote theory and practice 
integration (Waterson, Harms, Qupe, Maritz, Manning, Makobe and Chabeli, 2006:60). 
Student supervision and accompaniment during clinical practice is an important part of 
clinical skills competency development and knowledge (Mabuda, 2007:25; Baxter, 
2007:104).   
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Clinical midwives and educators are concerned about the nature and quality of 
midwifery clinical preparation of students before clinical placement. The poor skills 
competence of newly qualified midwives impacts negatively on their midwifery practice. 
Most of the Department of Health (DoH) litigations in South Africa are in the midwifery 
services (Malherbe, 2013:online). The current quality of clinical preparedness of 
midwifery students and the insufficient support they receive from clinical settings do not 
appear to be promoting skills competence (Douw, 2012:9). The researcher 
endeavoured to explore the perceptions of midwifery educators regarding the 
enhancement of midwifery skills preparedness. The perceptions of midwifery educators 
have been described and guidelines to help improve the quality of clinical midwifery 
teaching and learning is recommended. 
 
2.3 OBJECTIVES 
The objectives of the study were as follows: 
 To explore and describe the perceptions of midwifery educators regarding the 
need for additional measures to enhance the clinical preparedness of basic 
midwifery students before they are allocated to the clinical areas. 
 To make recommendations that will further assist the midwifery educators to 
clinically prepare basic midwifery students before they are allocated and placed 
in different clinical areas 
 
2.4 RESEARCH DESIGN 
A research design is a plan or framework that guides the processes of the study and is 
determined by the purpose of the study (Barbie and Mouton, 2009:80). According to 
Burns and Grove (2009:218), the research design guides the researcher in planning 
and implementing the study so that the intended goals are achieved. In this study the 
researcher used a qualitative research approach using exploratory, descriptive and 
contextual designs to meet the objectives of the study. The research approach is further 
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discussed below. The discussion is of each aspect of the research design, namely, 
qualitative, explorative, descriptive and contextual. 
 
2.4.1. Qualitative research 
The purpose of qualitative studies is to understand the perceptions of individuals 
regarding a particular phenomenon. Participants give meaning to their perceptions in 
their own context (Polit and Beck, 2008:220). According to Babbie and Mouton 
(2009:80), qualitative studies are explorative in nature leading to new insights, 
comprehension and better understanding of a phenomenon utilising in-depth interviews 
that involve open and flexible discussions. A qualitative research approach 
implementing an exploratory, descriptive and contextual research design was used to 
explore and describe how midwifery educators perceive the need for additional 
measures to enhance clinical preparedness of basic midwifery students. Focus group 
interviews were used to gather information from midwifery educators.  
 
2.4.2 Exploratory approach 
An exploratory research design investigates a phenomenon of interest, of which little is 
understood, or about which definite answers are not available, despite previous studies 
(Polit and Beck, 2010:18; De Vos, Strydom, Fouché and Delport, 2011:95). In the case 
of the current study during the literature review stage there were studies that dealt with 
related topics but no definite answers were found with regard to the challenge of clinical 
preparedness of midwifery students. Exploratory studies often utilise in-depth interviews 
so that the researcher can gain an understanding of the phenomenon, which will yield 
new insights as participants describe their experiences as understood by them. 
Exploratory designs usually answer the ‘what’ questions (De Vos et al., 2011:95).  
The current research study used exploratory research to investigate how midwifery 
educators regard the need for additional measures to enhance clinical preparedness of 
basic midwifery students. The views of the midwifery educators were obtained through 
the use of focus group interviews (Bowling, 2009:424). The participants described their 
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experiences regarding the clinical preparedness of the midwifery students as perceived 
and viewed by the participants. 
 
2.4.3 Descriptive approach 
A descriptive design provides accurate descriptions of lived experiences that include the 
researcher’s observations (Polit and Beck, 2012:512; Schmidt and Brown, 2012:15). In 
nursing science, descriptive studies include a description of what is already in existence 
in practice and allows for the discovery of new information, for promoting an 
understanding of situations and for the classification of information for use in the 
discipline (Grove et al., 2011:7). Participants in this study were allowed an opportunity 
to describe their perceptions regarding the need for additional measures to enhance 
clinical preparedness of basic midwifery students. Four focus groups constituting four 
participants in one group and five in each of the other two groups as well as three 
participants in the pilot study, totalling 17 midwifery educators. They were allowed time 
to describe their perceptions based on the context of the study. During the discussion 
sessions there was sharing of experiences and knowledge as the participants interacted 
informally with each other in a relaxed atmosphere.  
 
2.4.4 Contextual approach 
A contextual study is related to a specific environment in which the participants are 
found. The environment influences participants’ perceptions regarding a particular 
phenomenon (Babbie and Mouton, 2009:80). Data were collected in the field (natural 
setting) where the participants experienced the problem being studied. In this study, 
midwifery educators working with midwifery students at a nursing college in the Eastern 
Cape Province were interviewed regarding their perceptions of enhancing clinical 
preparedness of basic midwifery students. 
A contextual design was appropriate as the aim was to describe and understand the 
perceptions of midwifery clinical teaching as perceived by the educators in their own 
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institutions, in the midwifery discipline and in the clinical environment used for clinical 
experiential learning. Focus group interviews were conducted at the premises of the 
nursing college in the various midwifery offices. 
 
2.5 RESEARCH METHODS 
According to Alasuutari, Bickman and Brannen (2008:26) and Babbie and Mouton 
(2009:104), research methods are referred to as techniques and procedures that are 
used to collect and analyse research data. The methods give detailed information on 
how the research will be conducted, data collected and analysed. The process of 
analysis is done in a systematic manner (Polit and Beck, 2008:731). The research 
methods for the study were conducted in two phases, namely, data collection in phase 
one and data analysis in phase two. Four focus groups, with one group having four 
members, two groups having five members and a pilot group with three members giving 
a total number of seventeen (17) participants in all were used in the study. 
 
2.5.1 Phase one 
During phase one, following attainment of the necessary permission for the study the 
researcher identified the population, the study sites, and the sample of the study. 
Thereafter, the researcher gathered the data utilising focus group interviews. 
 
2.5.1.1 Research population 
The research population is the entire group of persons, objects and elements that 
represent all the characteristics for inclusion in a research study (Polit and Beck, 
2008:337). Boundaries are set for the target population which are referred to as the unit 
of analysis (Burns and Grove, 2008:544; Botma, Greeff and Mulaudzi, 2010:123). 
According to Babbie (2010:199), a research population is the “aggregation of elements” 
from which the sample is selected. The population for the study were all the midwifery 
27 
 
educators in the Eastern Cape Province. The target population consisted of nursing 
college midwifery educators from three campuses of the college.    
 
2.5.1.2 Sample and sampling method 
A sample is a portion of individuals that represent the entire population and is drawn 
from the target population (Brink et al., 2012:132; Polit and Beck, 2008:339). Whereas 
sampling is a process of selecting participants for a study from the given population in 
order to gather data that will represent the views of that population (Babbie and Mouton, 
2009:180; Burns and Grove, 2009:35). In the current study, a non-probability, purposive 
sample was chosen as the researcher wanted to obtain the richest source of information 
to gain insight and an in-depth understanding of the phenomenon (Niewenhuis, 
2010:79). The participants were targeted as being knowledgeable about midwifery 
education and training and could provide the information required (Brink et al., 
2012:139). The inclusion criteria adopted were. 
 The participants had taught midwifery students for a period of at least two years. 
 The participants were permanently employed in the college 
 The participants were allocated and actively involved in student clinical teaching 
and accompaniment 
 The participants were involved in the formative and summative assessments of 
the practical examinations. 
 
The following was used as an exclusion criteria: 
  
 Midwifery educators who were not permanent employees in the nursing college 
 Educators who were not involved in midwifery clinical teaching and 
accompaniment 
 Midwifery educators with less than two years’ experience of teaching midwifery 
 Educators who were not involved in the formative and summative assessment of 
the practical examinations 
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Participants were selected from the campuses of the nursing college in the Eastern 
Cape Province. The researcher deliberately selected information rich participants, with 
special experience and competence, from which one can gain a great deal about the 
topic researched (Merriam, 2009:77). Identified participants were approached by the 
researcher and informed consent was obtained from each participant after they were 
fully informed about the purpose of the study.  
 
2.5.1.3 Data collection process 
The data collection process begins with the identification of sites for conducting the 
investigation. The site for the study was the nursing college campuses, and specifically 
the midwifery offices, which were chosen because they were easily accessible to all the 
participants. The researcher then sought permission to conduct and enter the research 
sites from the Nelson Mandela University and relevant authorities from the DoH in the 
Eastern Cape Province, including the nursing college head. Participants were also 
asked for voluntary and an informed consent (see Annexures A, B, C and D).  
Participants were approached for the purposes of obtaining permission and setting 
appointment days and venues for the meetings. Prior to the interview day, participants 
were contacted to finalise the arrangements related to time and venue for the interview 
session and also as a reminder (Watson, McKenna, Cowman and Keady, 2008:285). 
Participants on the days of the interview were again reminded of their right to withdraw 
from participating without being subject to any penalties or risks. Permission to use the 
tape-recording device was also re-requested with positive responses from all the 
members at each interview session. Gate-keepers were used to enter the sites but the 
identities of the participants were kept confidential. As confidentiality and privacy could 
not be guaranteed in focus groups the researcher asked the members to keep in 
confidence information shared by others in the group. Anonymity was maintained in the 
report by using pseudonyms. All participants provided a written informed consent letter 
and all participated freely in the discussions showing enthusiasm throughout (Alasuutari 
et al., 2008:360).  
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Interviews were conducted on the premises of the individual college campuses, but 
taking note of the activities of the college so as where possible not to disturb the routine 
and teaching responsibilities of the participants (Botma et al., 2010:212). However, 
some sessions were conducted after work hours. The venues were easily accessible to 
the participants as were at their work premises, therefore no travelling expenses had to 
be paid to the participants. The venues used were in secluded areas with minimum 
traffic and noise (Terre Blanche, Durrheim and Painter, 2006:298). Therefore there was 
minimal interference during audiotape recording and conversation. All participants were 
identified using tags with pseudonyms to maintain anonymity. All focus group 
participants were asked to respond to the same main question as indicated below: 
 
“Tell me how do you feel about your current clinical teaching strategy, for the 
purpose of clinical preparedness of your students before their clinical allocation 
 
Several interview and questioning techniques were used by the researcher to keep the 
interview sessions going while rich information was being gathered. Probes were used 
as a follow up in the form of statements, comments and questions, to obtain clarity as 
the information emerged (Merriam, 2009:100). The researcher attempted to keep the 
probing as neutral as possible to avoid bias (Bowling, 2009:414). The following 
techniques were used: 
 Silence or minimal verbal communication using sounds like “yes, yes, uh, uh, 
okay, I see” and nodding the head encouraged the participant to continue 
explaining and to give more information (Merriam, 2009:101). 
 The researcher paraphrased the participants’ words to obtain more clarity. These 
words were put in a different response with a similar meaning “You have spoken 
about …..   am I quoting you right when I say you meant………” 
 Clarification may be needed for verification and checking if one understood the 
meaning. “Please explain further the emotions or the meaning of…….” 
(Niewenhuis, 2009:88). 
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An interview facilitator (in this case it was the researcher) directed the interviews, kept 
the discussions flowing, by probing, controlling, and focusing the discussions on the 
topic. One common open-ended question was asked of each focus group followed by 
probing questions and seeking clarity at times. The facilitator used techniques such as 
confirming, repeating and reflection in order to obtain rich data (Creswell, 2014:85). Also 
the researcher remained neutral throughout the deliberations as the participants were 
interacting among themselves (Alasuutari et al., 2008:361). The interview sessions 
lasted approximately 45 to 90 minutes each.  
An interview schedule on certain topic areas, assisted with data collection (Merriam, 
2009:102). The interview schedule questions were: 
 How do you view your clinical teaching strategy to prepare your students before 
clinical allocation? 
 What are your perceptions regarding additional measures to the current clinical 
teaching strategy? 
 
Field notes were written down as an additional method of data collection. Field notes 
are a record of information taken during an interview session for the purposes of 
comprehending and understanding the information gathered (Polit and Beck, 2008:405; 
De Vos et al., 2011:372). Field notes record what occurred during an interview and 
include observations, heard experiences and thoughts before, during and after the 
interviews (Botma et al., 2010:217). Field notes help the researcher to explore the 
process of the interview (Babbie, 2007:310; Creswell, 2007:142). The types of field 
notes that are available are observational, personal, theoretical, methodological and 
analytical field notes (Polit and Beck, 2010:354; De Vos et al., 2011:298).  
Observational notes are descriptive notes detailing what has been heard, seen, 
experienced and thought of during the interview session. They are meant to provide a 
full description of the events (De Vos et al., 2011:372). During the interview the 
researcher wrote short sentences in a notebook, which she then transformed into full 
notes immediately after each discussion. The notes that were written were discussed 
and compared with notes captured by the research assistant. 
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Personal notes, according to Merriam (2009:131), include the researcher’s comments 
and reflections on feelings experienced, own interpretations, and participants’ reactions 
after the interview. This forms part of the preliminary engagement to data analysis 
(Merriam, 2009:131). The researcher made written comments about her own feelings 
regarding the attitudes and behaviour of the participants. This helped to understand in 
depth, the seriousness of the various displayed emotions. 
Methodological notes are reflections on the strategies and methods used in the 
interviews in the form of documented thoughts and concerning the effectiveness of the 
methods (Polit and Beck, 2008:406). The researcher wrote short hand notes regarding 
the comments and reactions of participants during the interview. In this way she was 
able to improve on the strategies and methods used in the additional interviews.   
A digital recorder was used to capture the interviews to ensure maximum data collection 
and good sound recording (Bowling, 2009:410). A second tape recorder was available 
as a back-up in case it was needed. Each focus group interview recording, transcripts 
and field notes were identified using the focus group number and kept secure when not 
being used. 
To end the interview a brief summary was done by the researcher to make sure that all 
possible data had been captured correctly and which also allowed time for the 
participants to add whatever they felt still needed to be added to the discussion. In 
addition, the participants were thanked for their time and willingness to participate. 
Furthermore, the participants were informed of the contact details of a trained 
counsellor should they need to be assisted with debriefing.   
 
2.5.1.4 Data collection methods 
Data collection in qualitative research includes interviews, observations, field notes, 
audiotapes and documents. The focus group interviews were audio-taped and field 
notes were used to collect the data. Multiple methods of data collection are used in 
qualitative studies to ensure the credibility of the findings (Creswell 2014:185). 
Interviews were conducted using one main question for all the participants and the 
32 
 
researcher used follow up questions in order to focus on interesting topics that emerged 
during the interview (De Vos et al., 2011:352; Polit and Beck, 2010:217). Each 
participant in the group had a fair and equal chance to participate during the discussion.  
Focus group interviews were appropriate for the study as it was possible for the 
participants to develop ideas collectively and brought forward ideas and perspectives 
that will assist in the formulation of additional strategies for student clinical practice 
(Alasuutari et al., 2008:359). The process encourages self-disclosure among members 
where reality is exposed (Grove et al., 2013:278; De Vos et al., 2011:360).  
During focus group discussions field notes were taken, which included detailed notes on 
the environment, group members’ behaviours, methodological notes, theoretical notes, 
personal notes and any events that happened during the interview sessions (Botma et 
al., 2010:217). Field notes were accurately written and that step helped the researcher 
to reflect on the process of each interview (Babbie, 2007:310; Creswell, 2007:142). An 
audio-recorder was used during data collection after an informed consent form had 
been signed by the participants. The use of an audio-recorder assists with enhancing 
the credibility and authenticity of the data collected.  
The sample size was determined by the quality of data collected from the participants. 
As indicated in Burns and Grove (2009:364), data is adequate once saturation of 
information is achieved, meaning that no new information is emerging from the 
participants.  
 
2.5.1.5 Data analysis  
The data collected were interpreted and conclusions were drawn by the researcher 
(Babbie and Mouton, 2009:101). While data were being collected, using interviews, 
analysis of data also occurred and modifications to the process made where necessary 
(De Vos et al., 2011:405; Burns et al., 2011:93). Data analysis was done immediately or 
as soon as possible after each focus group interview in a systematic, continuous, 
verifiable sequence so as not to lose the meaning of what was said during each 
interview session (Burns and Grove, 2009:507; Botma et al., 2010:220). 
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Data from the audiotapes were transcribed verbatim, verified for accuracy and coded 
into themes and interpretations (Botma et al., 2010:214). The data coding process was 
conducted using Tesch’s data analysis method using the following steps (Creswell. 
2009:186). 
 The researcher read and re-read all the transcripts to get a sense of the data as 
a whole  
 Ideas were jotted down as they came to mind 
 One interview session was chosen to obtain a feel for the underlying meaning 
 Thoughts and ideas were jotted down in the margin as they come to mind 
 The thoughts and ideas jotted were completed for several transcripts, and a list 
was made of all the topics that emerged 
 The researcher clustered the identified segments in columns i.e. major topics , 
unique topics and leftovers 
 The researcher then took a list and formulated abbreviated codes next to each 
cluster, after which she returned to the transcripts and wrote appropriate codes 
next to each relevant segment of the text 
 New codes and categories then emerged 
 
Following the data analysis, recommendations were developed to assist midwifery 
educators to clinically prepare basic midwifery students before they are allocated and 
placed in different clinical areas. A literature control was utilised in the discussion of the 
findings. 
 
2.5 LITERATURE CONTROL 
A literature control was conducted to compare, verify and contrast the findings of the 
research study with information that already exists. Information was gathered from 
various sources to fulfil this purpose. Professional acts and regulations were consulted 
to confirm, compare and assess if education and teaching midwifery clinical skills met 
the expectations. The information helped the researcher to compare the SANC 
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expectations to what is currently happening. Government publications, policies and 
protocols and global publications related to nursing and midwifery education and 
training standards. Various books on nursing and midwifery clinical teaching and 
learning from the university and hospital libraries were consulted. Studies on the same 
or related topics that were published as articles in peer-reviewed accredited journals 
were also consulted. Similarly, evidence from experts or relevant authorities was 
consulted to support the findings of the data analysis. The study was preceded by a 
pilot study. 
 
2.6 PILOT STUDY 
A pilot study is a small scale study that resembles the main study in all aspects (Botma 
et al., 2010:275). The pilot study is conducted to test the adequacy and appropriateness 
of the research methodology, the feasibility of the study to allow for modifications where 
necessary (Brink et al., 2012:175). A pilot study is also done to refine the interviewing 
skills of the researcher and sources. 
The researcher identified three midwifery educators from two independent campuses of 
the nursing college in the Eastern Cape Province to conduct the pilot study. These 
participants met the inclusion criteria set for the main study. The small scale study was 
useful in gaining an insight into the process of facilitating focus group interviews. 
Effective follow up and probing questions could be practiced. Interviewing skills, 
facilitation of a focus group interview and manipulation of the audio-tape were identified 
as a minor concern, but were mastered with the help of the supervisor who is an expert 
in qualitative research studies and who was present at the pilot session. 
 
2.7 TRUSTWORTHINESS 
Trustworthiness in qualitative research is equivalent to validity in quantitative research 
studies and ensures that data collection and analysis are accurate and that the findings 
are an accurate reflection of what the participants want to express. Lincoln and Guba’s 
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model (De Vos et al., 2011:419) was the directing tool to maintain trustworthiness in this 
study. Appropriateness of the findings was considered through the use of four standards 
namely, truth-value, applicability, consistency and neutrality (Botma et al., 2010:233). 
 
2.7.1 Truth-value 
Truth-value is used to determine the researcher’s confidence in truthfulness of the 
findings within the context of the study. The strategy used for this purpose is credibility 
(Botma et al., 2010:233). 
 
2.7.1.1. Credibility 
Credibility according to Botma et al. (2010:233) describes the authenticity of the findings 
and truth telling in a study using various techniques. Techniques that were implemented 
in the study included. 
 Prolonged engagement with the participants through an extensive interview 
session that was no less than 45 minutes and not exceeding 90 minutes, allowed 
the researcher to obtain an accurate picture of the phenomenon being studied 
(Polit and Beck 2014:325). Each focus group interview was conducted in an 
environment that placed the participants at ease and each interview ranged 
between 45 to 90 minutes. The trust that was built up between the researcher 
and the participants enabled the researcher to gain an in-depth understanding of 
the participants. 
 Triangulation refers to using multiple methods when collecting data. An extensive 
literature review about the topic was conducted, using various books, journals 
and experts from midwifery education and clinical practice. Data were collected 
using various methods such as interviews using focus groups, audiotapes to 
record the discussions and field notes (Creswell, 2014:185). Reports were given 
as direct quotes from the participants’ accounts to avoid bias (Houser, 2012:266). 
A facilitator and co-facilitator collected data to increase credibility of the findings 
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(Merriam 2009:215). Peer group assistance was used during data analysis to 
confirm the research findings (Niewenhuis, 2010:80). 
 Member-checking was used, which refers to the involvement of the participants 
through giving feedback and discussing interpretations and conclusions with the 
participants checking the accuracy of the findings thus preventing bias (Houser, 
2012:266). The researcher used experienced researchers as independent coders 
during data analysis thereafter in order to compare the developed themes (Polit 
and Beck, 2014:328). 
 
2.7.2 Applicability 
Applicability uses transferability as a strategy which describes the extent to which the 
findings of a particular study can be transferred to other participants or similar contexts 
(Polit and Beck 2008:539). 
 
2.7.2.1 Transferability 
Transferability depends on the detailed description of the context of the study thus 
making it easier for other researchers to compare with a similar situation (Merriam, 
2009:226). To ensure transferability in the study the following techniques were used: 
 Thick dense descriptions using exploration and description during the interview 
sessions were used 
 Purposive sampling was used so as to obtain the relevant information and 
ensure data saturation (De Vos et al., 2011:420) 
 The data that were collected were analysed throughout the interview process, 
and coded and re-coded into themes. Individual and group quotes were 
considered and acknowledged, and additional new information was followed up 
until the themes become repetitive. 
 
To ensure the applicability of the study, the demographics of midwifery educators in the 
Eastern Cape Province nursing colleges were considered by the researcher for the 
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purposes of identifying the population of interest. Participants were drawn from the 
population using set criteria through purposive sampling thus ensuring 
representativeness of the entire population. Focus group interviews were used to collect 
data for exploration and description of the perceptions of midwifery educators as 
interaction among group members was encouraged. Interviews were conducted until 
data saturation was reached. A description of the research methodology was provided 
for other researchers to follow the process and to apply it in other situations. 
 
2.7.3 Neutrality 
Neutrality refers to the degree and extent to which findings are solely the interpretations 
of the participants and are not influenced by the environment (Botma et al., 2010:233). 
The strategy used to achieve neutrality is confirmability. 
 
2.7.3.1 Confirmability 
Confirmability demonstrates that data collected represents the meaning and 
interpretations of the respondents and is not influenced by the researcher’s perceptions 
and interpretations of the phenomenon. The findings must be a true reflection of the 
participant’s views and are clarified by the use of audits, reflexivity and triangulation 
(Botma et al., 2010:233) influenced by the following: 
 During triangulation data gathered from the interviews and field notes was 
verified through the use of a literature control 
 Audits were undertaken by presenting themes and sub-themes to the 
independent coder to confirm the results 
 Reflexivity was achieved through discussions between the independent coder 
and the researcher to exclude bias and thus increasing objectivity (Houser, 
2012:427). 
 Participants received an opportunity to confirm the data transcribed as accurate, 
because they can compare to the tape recordings 
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Various strategies were used during data collection and analysis process such as field 
notes, observations, use of different campuses to collect data. Information was verified 
through the use of a literature control supporting the discussions with existing studies.  
 
2.7.4 Consistency 
Consistency refers to the degree and extent to which the findings of the study can be 
reproduced if the same participants are used in a similar context and also whether the 
results are consistent with the data collected (Merriam, 2009:220; Botma et al., 
2010:233). The strategy used to achieve consistency was dependability. 
 
2.7.4.1 Dependability 
Dependability refers to the extent to which the study can produce the same results 
when repeated with the same participants in similar situations (De Vos et al., 2011:420; 
Botma et al., 2010:232). Dependability was ensured by using the following: 
 A thick and dense description of the methodology, and a full description of how 
the data was collected and analysed was given to the independent coder. 
 Peer examination of the study was undertaken using supervisors and co-
facilitators. The researcher also discussed the results, recommendations and 
processes with peers who were not involved in the discussions. 
 Coding and re-coding of data and the use of the co-coder process were utilised 
and confirmed by auditors. 
 Sources of data were identified 
 
In the study, dependability was ensured when the researcher used a skilled 
independent coder in the field of research during data analysis to ensure objectivity of 
the findings. Discussions took place in an arranged meeting where themes and sub-
themes were finalised. A pilot study was conducted and identified shortcomings were 
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corrected. Field notes were written and used during data analysis. Consultation and 
discussions between the researcher and a research expert took place with the aim of 
making sure that the objectives of the study were achieved 
 
Table 2.1 Criteria to ensure trustworthiness 
Trustworthiness criteria Criteria Application 
Credibility Prolonged engagement Prior interview contact with the 
participants is done to build rapport. 
Data collected until data saturation is 
reached 
Triangulation Multiple methods were used to 
collect information then verified using 
related literature 
Peer examination The researcher had meeting with the 
independent coder and supervisor to 
finalise the development of themes 
Transferability Sampling Purposive sampling identifying 
information rich candidates that meet 
the inclusion criteria. 
Thick dense description A complete description of research 
design and methodology. 
Triangulation Information from various sources is 
used to justify the arguments and 
themes, adding credibility to the 
study. Use of independent coder to 
confirm theories 
Peer examination Independent experts in research to 
monitor the process independently 
Dependability Dependability audit Auditor review the whole project, is a 
neutral person not part of the project 
initially 
Peer examination Discussion with the supervisor at 
regular intervals to ensure accuracy 
in interpretation 
Confirmability Triangulation Data collected from interviews and 
field notes is then verified through 
literature control during discussion 
and report writing. 
Reflexivity Discussion between the independent 
coder and the researcher held to 
exclude biases by the researcher 
Audit Themes and sub themes were 
presented to the independent coder  
to confirm the results 
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2.8 ETHICAL PRINCIPLES 
Ethical principles and standard values should guide the research study and human 
rights should be adhered to at all times. The purpose of these values is to protect the 
participants against harm and abuse (Brink et al., 2012:33). The ethical principles 
applicable to this study included the principles of informed consent, do no harm, justice, 
privacy and confidentiality. 
 
2.8.1 Informed consent 
The participants are expected to have a full understanding of the possible risks involved 
in the project before agreeing to participate (Babbie, 2010:66). The participants should 
be recognized as autonomous agents who have a right to self-determination and 
respect, need to be free to decide voluntarily to participate or not without risking penalty 
or negative judgment. Therefore, full disclosure is necessary about the research study 
including the role he or she has to play in the research project and possible dangers 
before consenting to participate (Polit and Beck, 2008:171).  
Permission to conduct the study was obtained from the Nelson Mandela Metropolitan 
University Faculty Postgraduate Studies Committee, the Department of Health Eastern 
Cape Province, and the principal of the nursing college which is the site of the study. 
Having met the inclusion criteria, the participants were approached after being informed 
about the study objectives, data collection process method and timeframes, and were 
asked to participate. Participants were informed of their right to withdraw at any stage of 
the study or refuse to participate without being judged. They were also assured of their 
privacy and that confidentiality will be maintained at all times. 
The participants were given the contact numbers of the researcher and her supervisor if 
clarity was needed regarding the research study. All participants who were involved in 
the study voluntarily signed a written consent form indicating their willingness to take 
part in the study. 
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2.8.2 Do no harm 
The researcher enhanced the protection of participants from discomfort and harm (Brink 
et al., 2012:35) by doing an analysis of the risks and benefits in the study process. She 
communicated with the participants before they consented to participate, thus enabling 
them to make an informed decision (Babbie, 2010:66). All participants in the study were 
protected by maintaining privacy and confidentiality with the use of pseudonyms. Letters 
of the alphabet were used to identify participants in a group. Information captured on 
audiotape was labelled by the researcher according to focus group number and was 
only shared between the researcher, supervisor and independent coder who was only 
given the transcripts. The names of the participating institutions and the individuals were 
not mentioned during the discussions in the findings (Grove et al., 2013:172). 
Participants were cautioned that what was shared in the discussion was not to be 
shared with anyone outside the meeting. 
During the discussion the facilitator controlled the flow of discussion so that no 
participant felt threatened, ridiculed or harassed by others. The participants adhered to 
the ground rules that were discussed and developed by the group members. The 
interviews were conducted in well ventilated offices which had adequate lighting. A 
semi-circular seating arrangement was maintained to ensure easy interaction among 
the members of the group. Debriefing sessions were conducted after the interview to 
give the participants an opportunity to ask questions or raise grievances (Polit and 
Beck, 2008:171) 
 
2.8.3 Justice 
Selection and treatment of participants was fair and just as no manipulation was applied 
during the selection process (Brink, et al., 2012:36). Purposive sampling of participants 
based on the predetermined inclusion criteria was used (Botma et al., 2010:323). 
Participants were knowledgeable and involved in the phenomenon being studied. 
Justice was maintained as the participants gave permission and signed informed 
consent forms. Interviews were conducted in the workplace during lunch breaks behind 
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closed doors as agreed. The researcher ensured that all the participants were given an 
equal opportunity to voice their opinions and to share their experiences. No emotional 
disturbances were experienced by the participants during the discussions. 
 
2.8.4 Privacy and confidentiality 
The privacy of the participants had to be protected by the researcher. Information 
provided by the participants has to be kept under strict confidence (Polit and Beck, 
2008:174). According to Alasuutari et al. (2008:360), facilitators have to guarantee 
confidentiality on their side if group discussions are conducted. The participants were 
cautioned not to share the information discussed during the interview session. No actual 
names were attached to any transcripts to ensure anonymity in the reporting of the 
findings. The information gathered was shared among the researcher, the independent 
coder and the supervisor who were given the transcripts, but not the tapes. The findings 
of the discussion will be published in a manner that will prevent the participants from 
being identified (Polit and Beck, 2008:180). The audiotapes will be kept under lock and 
key by the researcher to ensure privacy for a period of five years, after which they will 
be destroyed (Creswell, 2014:100).   
 
2.9 CONCLUSION 
A discussion of the research methods and design of the study was presented in this 
chapter. Trustworthiness and ethical considerations were implemented and these were 
described in depth. Furthermore, the sampling strategy, and how the data was collected 
and analysed were also described. The following chapter will describe the data analysis 
and the interpretation of results. 
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CHAPTER THREE 
DISCUSSION OF DATA ANALYSIS AND LITERATURE CONTROL 
 
3.1    INTRODUCTION 
In chapter two a full description of the design and methods of this study were outlined. 
In the current chapter the analysis and findings from the data collection are presented 
and discussed. Discussions were supported by direct quotations as expressed by the 
midwifery educators who were the research participants. The discussions fulfil the first 
objective of this study. At the end of the chapter a brief summary of the discussion 
concludes the findings. 
 
3.2   FINDINGS OF THE STUDY 
Data was collected from 17 participants in the form of focus group interviews ranging 
between four to five participants per group at each interview session with the exception 
of the pilot study group that had three participants. Participants were purposively 
selected after ensuring that they met the inclusion criteria for the study. Voluntary 
permission was obtained from each participant before data collection. Three of the 
participants took part in the pilot study and the data collected from them was presented 
to the research supervisor for evaluation. There were no major issues encountered in 
the pilot study and therefore the data and findings were included in the main study 
findings. 
The researcher made use of gatekeepers to enter the sites but maintained the privacy 
of the participants. Limited disturbance to the activities of the college and campuses 
was one of the conditions for the permission to be granted by the Department of Health, 
and therefore the gatekeepers were also useful in this regard. The characteristics of the 
focus groups were as follows: 
- All the participants were females as there are currently no male educators in the 
discipline of midwifery at the sites where the data was collected.  
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- All the participants were South Africans 
- The age of participants ranged between 31 years and 59 years 
- The average years of work experience ranged between three and 15 years 
 
Further details of the characteristics of the participants are presented in table 3.1 below. 
 
Table 3.1 Characteristics of the participants 
No Race Midwifery 
qualification  
Work experience 
(years) 
Age 
(years) 
Sex 
1 African Advanced midwife 9 48 F 
2 African Basic midwife 7 41 F 
3 African Basic midwife 3 47 F 
4 African Basic Midwife 3 41 F 
5 African Basic Midwife 9 31 F 
6 African Basic midwife 9 42 F 
7 African Advanced midwife 13 54 F 
8 Coloured Basic Midwife 9 42 F 
9 African Advanced Midwife 15 59 F 
10 African Advanced midwife 10 54 F 
11 African Basic midwife 4 ½  52 F 
12 African Advanced Midwife 25 53 F 
13 Coloured Basic Midwife 4 42 F 
14 African Basic Midwife 3 52 F 
15 African Basic midwife 9 51 F 
16 African Basic midwife 13 50 F 
17 African Advanced midwife 14 50 F 
 
Data collection took place during the lunch breaks of the participants and where 
possible after hours, but always on the premises of the college. This action was to 
ensure minimal disruption of the daily activities of the nursing college campuses used 
for the data collection. Each interview lasted an average of 50 to 60 minutes and an 
audiotape recorder was used to capture the interviews. Each interview session 
audiotape was identified using a different code such as a fruit or vegetable name and 
the number of the focus group interview recording. In each focus group, participants 
were labelled using letters of the alphabet, for example, A, B, C, and D depending on 
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the number of participants in the focus group. All participants responded to the same 
question, namely: 
 
“Tell me how do you feel about your current clinical teaching strategy for the 
purpose of clinical preparedness of your students before their clinical 
allocation?” 
 
A pre-determined interview schedule facilitated the progress of the interview. Below is 
the diagrammatical presentation of the questions used in the study. 
 
Figure 3.1: Main question and the interview schedule questions 
Data collected were analysed according to Tesch’s eight steps of data analysis (Botma, 
2010:80). An independent coder was used to interpret the study findings. Four main 
themes and sub-themes emerged from the data. Recommendations were developed for 
Tell me how do you 
feel regarding factors 
that will enhance 
clinical preparedness 
of your students 
before their clinical 
allocation? 
1. How do midwifery 
educators view their 
clinical teaching to 
prepare their students 
for clinical allocation?  
2. What are the 
perceptions of midwifery 
educators regarding 
additional measures to 
their current clinical 
teaching strategy ? 
 3. What do midwifery 
educators plan as an 
addition to current clinical 
teaching strategies that 
could benefit students to 
cope as independent 
students in clinical areas? 
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input as additional clinical teaching strategies to be used with the current clinical 
teaching strategy.  
 
3.3 DISCUSSION OF DATA ANALYSIS RESULTS 
Effective clinical teaching and learning in midwifery is the responsibility of the educators 
and clinical midwives (Senti, 2013:52). The preparation starts in the classroom where 
the students are provided with the theoretical background needed for learning of the 
skills. Initially, skills are learnt in simulation laboratories in the nursing college, while the 
practice and mastering of those skills are done in the physical clinical environment. The 
purpose of such a teaching approach is to facilitate the integration of theory and 
practice prior to clinical placement. There would be lessening of stressful adaptation in 
the clinical learning environment. Therefore the delay in clinical adaptation negatively 
affects the clinical learning experience, which is critical for the provision of quality care 
(Douw, 2012:654).  
In the current study it was revealed that preparation of students for the clinical 
experiences created a gap between theory and practice. Participants perceived a 
diverse culture of challenges as having a negative impact on the preparation of students 
for learning in the clinical areas. Transition from classroom teaching to simulation is 
viewed as being not well planned and that this transition is not communicated to the 
relevant stakeholders. Participants perceived the current clinical teaching and learning 
strategy used in their institution as having some challenges that hinder the needed 
clinical preparedness of the students. According to the participants with regard to the 
current teaching there are curriculum-related issues that impact negatively on student 
clinical preparedness. In addition, a lack of standardization in clinical midwifery teaching 
and practice is perceived as not preparing competent midwives.  
 
A detailed discussion of the study findings follow below. The three main findings were: 
 Participants indicated some challenges that hinder the clinical preparedness of 
their students. 
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 Curriculum related issues impact negatively on students’ clinical preparedness 
 Lack of standardization in clinical midwifery teaching and practice is perceived as 
not preparing competent midwives 
 
Table 3.2 Themes, sub-themes and related categories 
Themes Sub-themes Categories 
1 Participants indicated some 
challenges that hinder 
students’ clinical preparedness  
Educators experience 
challenges related to: 
 
1.1 Increased workload  
 
1.2 Lack of managerial support 
for the educators 
  
1.3 Lack of commitment to 
learning on the part of 
students 
 
1.4 Clinical midwives see 
teaching as extra work for 
them 
Increased student numbers 
causing some frustration 
 
Staff shortages 
Lack of acknowledgement  
 
Increased absenteeism of 
students in the clinical area 
 
Programme year plan  
  
2 Curriculum related issues 
impact negatively on student 
clinical preparedness 
2.1 infrastructure   
 
2.2 lack of instructional support 
and time to complete the 
objectives 
Equipment and teaching 
venues 
 
Lack of time for student support 
and mentoring 
 
Clinical placement  
 
Module outcomes and 
objectives not user-friendly   
3. Lack of standardisation in 
clinical midwifery teaching and 
practice is perceived as not 
preparing competent midwives  
3.1 inconsistencies in clinical 
teaching and practice by the 
midwifery nurse educators and 
clinical midwives 
 
3.2 Midwifery educators 
evaluating skills differently 
A gap between college and 
clinical area skills practices 
 
Use of the valuation tools as 
not objective 
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The discussion of the findings of the first theme as presented below will now 
commence.  
 
.  
Figure 3.2: Findings for theme one  
 
Participants 
indicated some 
challenges that 
hinder students' 
clinical 
preparedness  
1.1 
Increased workload  
 
 
1.4 
Clinical midwives 
see teaching as 
extra work for them 
 
1.3 
Lack of commitment 
to learning on the 
part of students 
 
 
1.2 
 Lack of support 
from the 
management for 
educators 
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Theme 1: Participants indicated some challenges that hinder students’ clinical 
preparedness. 
Clinical teaching and learning objectives aim to ensure that on completion of training, 
midwifery students become independent, competent practitioners in the clinical 
environment. Simulation on the other hand allows the student to practice under the 
direct supervision of the educator. Students in a simulation laboratory practice in a 
relaxed environment with no fear of endangering the patient, moreover they are also 
given immediate feedback on their performance (Reynolds, Ayres-de-Compos, Pereira-
Cavaleiro and Ferreira-Bastos, 2010:2). Such a process and atmosphere has a 
potential to self-efficacy in clinical performance. 
In order to gain hands-on experience, students are placed in various clinical practice 
areas where they receive the opportunity to practice with live patients (McKenzie, 
2009:395; Tshabalala, 2011:37). During clinical placement, students practice under the 
direct guidance of mentors who are experienced and knowledgeable midwives. 
Therefore mentors provide support and create clinical learning opportunities for the 
already prepared students. It is therefore of importance for the student to have the 
necessary theoretical and clinical preparation before being exposed to the live clinical 
environment. Some participants felt that their students are currently not well prepared 
for clinical placement. In the current study, the participants expressed being frustrated 
by teaching strategies used in the nursing college as the students are being prepared 
for clinical placement. Some of the participants expressed themselves as follows:  
 
Group1 page 2, participant B: “…I feel frustrated with the current clinical teaching 
strategy we are using…”  
 
Group1 page 4, participant B: “…and that frustration it recurs…”  
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Generally, frustration may make one anxious, annoyed, impatient and disappointed 
when not being successful in his or her efforts is. According to studies conducted by 
Yong et al. (2013: 348) and Dillon (2010:17), when people are frustrated they become 
angry, aggressive and less productive and may even absent themselves at work. Such 
an impact was noted in this study with one participant saying: 
 
Group 1 page 4, participant B: “… I become angry…” 
 
The experience of frustration made some of the participants blame themselves for the 
poor performance of their students and they saw themselves as having failed in their 
duties. The quote below demonstrates such feelings of frustration: 
 
Group 1 page 4, participant B: “…I feel frustrated because I can see that I’m not giving 
the student what she is supposed to get …I am blaming myself because I’m the cause 
of that, I can see myself as a failure in my teaching especially with the clinical 
module…” 
 
Lack of progress may make one feel dissatisfied (Hornby, 2010:605). The participants 
also verbalised being angry at times. According to the WHO (2011:18), educators have 
a responsibility to ensure and confirm student competence. The responses of the 
participants indicated that they were aware of their role of producing quality practitioners 
that will serve the public competently, as laid down by the law and that is where the 
frustration was coming from. 
 
Group 1 page 3, participant B: “…I know I have to produce a competent practitioner out 
of these students both legally and according to the requirement for her future to be 
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competent…producing a student who…won’t be able to perform competently…as 
required by law…I am frustrated…”  
 
The concept of law and expectation places a heavy responsibility on the shoulders of 
both the participants and the practitioners. The responsibility is critical as the 
preparedness of the students indicates safe clinical practice. If not fulfilled, this could 
result in a penalty, hence the feeling of frustration. According to SANC, the penalties 
could range from a warning, up to an expulsion from the register, thus preventing further 
practice as nurse educators (SANC Act 33 of 2005). Participants become emotional 
when they cannot produce what is expected from them.    
The midwifery educators in this study claimed to be frustrated as their best is not 
achievable because of a number of factors that hinder their actions towards clinical 
preparedness of their students. A response related to the frustration of not being able to 
achieve one’s best is reflected below: 
 
Group 1 page 10 Participant C: “ it gets to you, because you want the best, you know 
what you want when you are preparing the student…” 
 
The overall clinical teaching and learning objective is to ensure that on completion of 
training the student will be able to practice independently and efficiently in midwifery 
services (SANC Act 33 of 2005). At times, the global challenges in midwifery clinical 
education and training impact negatively on the achievement of the objectives laid out 
(WHO, 2013:5). In this study the challenges mentioned were:    
 
 Increased workload 
 Lack of support from the management for educators        
 Lack of commitment on the part of students for their learning      
 Clinical midwives see clinical teaching as extra work for them.  
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These challenges as stated by the participants, if dealt with accordingly would bring 
relief to the frustration experienced as well as improving the clinical preparedness of the 
students. 
 
Sub-theme 1.1 Educators experience increased workload 
Midwifery services are experiencing an influx of patients globally and locally. The 
increased influx of patients in the midwifery services in South Africa and other sub- 
Saharan countries is at times associated with the free maternity services offered to 
pregnant women and their children (McPake, Witter, Ensor, Fustukan, Newland, 
Martineau and Chirwa 2013:1). This influx has led to an increased demand for skilled 
midwives to take care of the needs of women and their new born babies. The demand 
for skilled professionals is a legal one as it is from the ICM through the programmes of 
safe motherhood. As a response to the demands for caring for women and their babies, 
nursing colleges have increased the intake of students to the programme in order to 
have the necessary skilled persons.  A skilled midwife denotes someone who has 
undergone some special training and who has successfully completed that training 
(ICM, 2011:2). Such persons will be practising legally with a license that has been given 
to them by the regulatory body of that country (ICM, 2010: 5).  
Participants are experiencing the challenge of increased numbers of students per intake 
which results in an increased workload. In a study by Fakude et al. (2014:1770) the 
large numbers of students are a burden to nurse educators as the workload increases. 
The participants in this study felt that they were not able to produce competent 
midwives in accordance with the objectives of SANC and ICM standards of midwifery 
education and training, owing to the increased student numbers. The participants were 
aware of the ever increasing and changing midwifery theory content that they had to 
facilitate, which makes it difficult for them to adequately prepare the students for clinical 
placement. To keep up with the changing theory the participants had to do a lot of 
reading but with limited time to implement the new information. Midwifery educators 
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have to provide quality education in order to meet the standards therefore, they have to 
be knowledgeable of the new developments in health care in order to equip their 
students to meet the needs of their clients (WHO, 2013:5). In reference to the above 
statement and its implications to the increased workload, one participant stated:   
 
Group 2, page 3, participant C: “…also the workload that is added to midwifery 
component re National Health Priorities …they make you feel inadequate …new 
things…to effect them in the curriculum…” 
 
The increased number of students has been noted by the participants to be a cause of 
the overwhelming workload and non-achievement of the objectives of the clinical 
preparedness. To cope with the added workload, participants stated that they had to 
divide some of the classes into smaller groups and thus duplicate the demonstration in 
one day. Participants expressed themselves as follows: 
 
Group 4, page 5, participant C: “…demonstrating maybe to five groups a day one 
skill…”  
 
Group 4, page 5, participant D: “…I’m… was in an environment of hundred and twenty 
learners…we were two lecturers…had to divide them to two groups of sixty each during 
clinical demonstration…” 
 
Under such circumstances the participants felt that it could have been less frustrating if 
they received more support from their managers. 
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Sub-theme 1.2 Lack of support from the management for educators 
Support is the assistance needed to be given by an interested party to anyone 
performing a task to strengthen and encourage performance (Chung-Fang and Tsung-
Sheng, 2011:182). Managers generally have the responsibility of offering support to 
their employees thus enhancing maintenance and development of good standards to 
achieve the desired goals (McCutcheon, 2014:27). The support needed by the 
participants was said to be in the form of adequate resources (human and material), 
finances, incentives, time, staff development, conducive environment, infrastructure and 
ultimately psychological and emotional support.    
Emotional and psychological support positively influences the work performance of the 
individual (Mntambo, 2011:388). The participants perceived that with more support from 
the management they would be empowered to prepare the midwives so that they have 
the required skills at the end of their training. In support of the idea of empowerment, 
Kotzé (2008:166) states that, the quality of the clinical performance of the students 
improves when the educators are being supported and the nursing college is rewarded. 
The participants echoed their experience of lack of managerial support to improve 
clinical preparedness of the midwifery students. However, according to the participants 
their concern remains un-met as a result the increased workload is now causing 
exhaustion hence not meeting the required student clinical preparations. The most 
reported of concerns regarding not meeting objectives of clinical preparedness was 
shortage of staff. The following concerns were reported as follows: 
 
Group 2, page 2, participant B: “…. We are very short staffed……” 
 
Group 2, page 2, participant B: “…shortage of staff… when there is shortage it is difficult 
plus the large number of students …you won’t be able to do correct if there is not 
enough staff” 
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Group 2, page 4, participant A: “…we are very short staffed …with the shortage…there 
is a challenge…” 
 
Group 1, page 6, participant A: “…challenge number one there is shortage of 
lecturers…” 
 
Group 4, page 1, participant C: “…another challenge is staff shortage here …there is no 
enough staff to mentor them [students].” 
 
Group 4, page 2, participant A: “…there is a shortage of staff and also …there is 
overcrowding of students…” 
 
Some participants felt that because of the shortage of staff, they have at times to 
perform administrative duties and their managers are not coming forth with additional 
assistance. In this regard Fakude, Le Roux, Daniels and Scheepers (2014:1765) 
indicated in their study that with large numbers of students there is always increased 
administration for educators.  The participants felt that such additional administrative 
duties interfered with their programmes in midwifery education and training. The 
participants expressed themselves as follows: 
 
Group 2, page 6, participant A: “Really now …there are administrative duties….. Such 
things … I think are not supposed to be done by lecturer….they take your time for the 
day”. 
 
Group 3, Page 6, Participant A: “We spend time with papers …instead of preparing the 
student… most of the time is wasted by the most administrative duties that we do.” 
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The managerial support as verbalised by the participants could include improving 
materials and equipment. Jooste and Jasper (2012:56) are of the view that managers 
have the responsibility to provide the necessary equipment. Owing to this view it could 
be said that the participants are justified in the concerns expressed regarding the lack of 
adequate equipment. Participants raised concerns regarding adequate clinical skills 
practice equipment, for instance pregnant models, or up to date models to facilitate the 
preparedness of the midwifery students before their clinical placement.  
Ehrenberg and Haggblom (2007:68) state that skills are achieved by practical 
experience from doing things. The participants felt that the skills laboratories are crucial 
to assist students as clinical skills are demonstrated to and practiced by the students 
before they are placed in the clinical areas (DoH, 2008:13). The skills laboratories are 
helpful especially with the challenge of teaching large numbers of students. The 
participants are quoted below, with regard to their clinical laboratory conditions and 
needs: 
 
Group 3, page 3, participant A: “…our simulation is not well equipped to cater for our 
students…” 
 
Group 2, page 1, participant C: “…I can also mention that the equipment is not enough 
for the students… you have one doll and you need eight dolls to demonstrate to 
different groups”  
 
Group 1, page 11, participant C:  “…simulation laboratory … we use videos but there 
are few of those recordings….with other skills we don’t have enough models…” 
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Group 4, page 11, participant B: “… we need new equipment … what we need is real 
top class equipment.” 
 
The WHO (2013:14) supports the use of updated equipment and learning material, 
including the use of information technology to support teaching and learning. The 
participants in the study felt that even the few available models are outdated for the 
practice of certain skills’ manoeuvres and are therefore not serving the purpose. The 
participants expressed themselves in this regard.  
 
Group 2, page 5, participant C: “We are struggling even with simulation; our equipment 
is not relevant, it is outdated”  
 
Group 2, page 7, participant D: “…that screen [pointing to the screen on the wall]…it’s 
been years…the e-learning is not functioning …it was installed long ago…I’m thinking 
computer lab…we have a very small computer lab for number of students …so it’s not 
effective” 
 
Besides the situation of the equipment, the participants felt that the simulation 
laboratories and other related facilities are not easily accessible to the students. In their 
arguments they insisted that the computer laboratories could assist the students to 
practice some of the skills or access the information related to the needed skills that 
were covered in the classroom. The participants explained the limitations to access as 
follows: 
 
Group 2, page 7, participant D: “…I’m thinking computer lab… we do have computer lab 
but it’s not effective, students cannot access the facility as you would…” 
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Group 3, page 3, participant A: “… Because at certain times it’s closed for them to come 
in and practice on their own … they [students] don’t have a…a chance to practice from 
simulation lab.”  
 
Group 4, page 12, participant A: “…our skills lab is not working…its only open for 
evaluations yet students should have free access…and practice anytime with the 
skills…” 
 
The lack of teaching equipment is also affecting the participants psychologically as they 
take the responsibility for the low pass rates and general performance in clinical practice 
of their students.  
 
Group 4, page 11, participant C: “The fact that I was part and parcel of her training, 
when she does something wrong I feel guilty as if maybe I have done something wrong 
…….. I did not do what I was supposed to have done” 
 
The participants feel guilty when the students cannot provide quality care and for that 
reason the participants raised the need for psychological support from their managers. 
Generally, from the researcher’s own experience as a manager, employees need 
managerial assistance and support in order to be more productive. Limited 
psychological support impacts negatively on employee performance and is the direct 
cause of burnout and employee aggression (Chang, Bidewell, Huttington, Daly, 
Johnson, Wilson, Lambert and Lambert, 2006:1360). Expressions from participants 
regarding the impact of the limited managerial support are as follows:  
 
Group 3, page 8, participant B: “… lecturers are not happy they are leaving this 
place…the condition of service is not alright…” 
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Group 3, page 8, participant E “… How does it make you do? I feel like leaving the 
teaching side and go to the clinical side…….” I’m doing it [skills facilitation] for the 
sake of doing it”   
 
Group 2, page 3, participant C: “…. I feel very despondent like leaving nursing 
education and better go for patient care…”  
 
When employees are dissatisfied with their work environment, negative attitudes 
towards their work, their managers and other colleagues may develop, as expressed by 
the participants. Some participants, as a result of dissatisfaction with their work 
environment, tend to lose confidence and feel less important to the organization, thus 
becoming stressed and, frustrated and thus sometimes choose to stay away from work. 
Indeed, Yong et al. (2012:348) argue that workplace stress increases absenteeism from 
work while Dillon (2010:16) asserts that unhappy employees may purposively decrease 
quality of their work performance or become less productive, with increased costs to the 
institution and society. Situations related to poor performance and low productivity could 
have been happening in the nursing college under study. The participants perceived 
themselves as being told what to do instead of being assisted with activities and being 
involved with some of the decisions towards those activities. They experienced 
themselves as not being appreciated for the work they do. 
 
Group 2, page 8, participant C: “… there is no incentive coming out from employers, 
which encourages you to do…”  
 
Group 2, page 8, participant C: “…we go to the workshops…and when we want to 
implement we are told that is extra work so we are not appreciated” 
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The participants complained that they were not even asked if they had any 
recommendations to make for the planning of teaching programmes. Moreover, there 
was no feedback or response regarding their requests and inputs from the 
management. Such responses were as follows: 
 
Group 3, page 4, participant D: “…I’m thinking of involvement… …impose their 
needs…we have less to say…”  
 
Group 4, page 10, participant A: “… even in the planning …as lecturers we are not 
involved yet we have all the challenges. We can make recommendations that can make 
improvement.  …they do their strategic planning without involving us… we are like we 
have been put to cope with whatever is happening here” 
 
Group 3, page 11, participant E: “…When we set for planning, you look at the year plan 
it is not there…” 
 
Employee participation and involvement is an important human resource management 
principle of quality management (Kotze, 2008:168). Therefore, employee involvement 
should be encouraged at all levels of the organization as ineffective practices should be 
replaced with new innovations. Besides involving employees, managers could use other 
strategies to boost the morale of the employees as people are motivated by different 
rewards to render quality (Luhalima, Mulaudzi & Phetlu, and 2014:478). Participants in 
this study also stated that the support could be in the form of incentives, but mainly they 
desired to be recognised as valuable partners in the decision making. The desire for 
more participation from educators emanated from the lived experiences. Hence, any 
new developments would then be owned by the educators, and thus may improve their 
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attitude towards their work and thus impacting positively on the midwifery students 
clinical preparedness. 
Therefore managers’ support could be in various ways, for example, in recognition of 
midwifery educators’ work for midwifery students’ clinical skills preparation. As a norm, 
incentives are used to influence employee productivity, or for specific work performance 
results, as it encourages them to work harder, at times using their own time.  These are 
usually given as recognition of a job well done to show appreciation (Wiseman, 
2013:254). 
Non-monetary incentives are nominations of excellent performance, and which could be 
in the form of certificates or letters of reference (Yong et al., 2012:8). Non-monetary 
incentives could be the awarding of time for professional development in the form of 
study leave or workshops, seminars, or in-service education in order to empower 
educators (Waterson et al., 2006:63). The participants claim that the performance 
management and development system (PMDS) is another strategy used by managers 
in the DoH to evaluate employee performance and for rewarding the employees (DPSA, 
2007:6). There are definite criteria to be used as laid down by the Department of Public 
Service in South Africa. Apparently, as stated by the participants, PMDS is not properly 
implemented in their institution and is thus not appreciated as form of incentive. 
According to Lori, Rominski, Richardson, Agyei-Baffor, Kweku and Gyakobo (2012:3) 
monetary incentives are at times less important than job satisfaction. However, in this 
study participants voiced that they prefer monetary remuneration rather than time off. 
Such inclination is due to the fact that the increased workload makes it difficult for them 
to claim time accumulated and end up not receiving anything in return.  To this effect 
one participant said the following:  
 
Group 2, page 8, participant C: “… what they just give you sometimes, which is difficult 
to take is time off ….” 
 
62 
 
According to Luhalima et al. (2014:474), there are individuals whose performances 
excel despite working under unfavourable conditions, because of the psychological 
gratification they obtain from doing the work. One participant said:  
 
Group 2, page 9, participant D: “E-h-h- despite of all the challenges but a midwife is 
always a midwife , is passionate about midwifery…the work goes on despite the 
challenges…they can see the output… they are passionate… they are passionate.” 
 
The participants felt that they were not being appreciated for the work that they were 
doing and felt overwhelmed by what they described as a non-inclusive decision making 
style of management. Incentives and rewards would in a way satisfy the need for 
support especially the need for psychological support. In addition to the lack of 
management support, the participants felt that their students added to the workload. 
Despite all these challenges some of the participants viewed themselves as worthy of 
the cause of midwifery care. They felt that quitting was not an option given the bigger 
picture. 
 
Sub-theme 1.3 Lack of commitment on the part of students for their learning  
The participants expressed their concern that students were not showing any 
commitment to their studies. Students were allocated to various areas of midwifery 
practice and it was expected that they would receive continuous guidance, clinical 
support and professional development from the mentors who are experienced practicing 
midwives (Tagutanazvo and Mngadi, 2009:151). The participants felt that students 
when in the clinical placement areas should take responsibility for their learning. 
Instead, the participants felt that the students were taking advantage of the lack of 
supervision by engaging in inappropriate behaviour during learning time. The clinical 
midwives who were supervising the students were reporting that the students allocated 
to them were not committed to clinical practice and their learning. The students as 
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reported to the participants appeared to lack interest and enthusiasm towards clinical 
learning and as such they often absented themselves from the wards. The participants 
were of the opinion that the students lacked interest in nursing or midwifery as a nursing 
discipline. This kind of behavior by students denied themselves opportunities to be 
adequately prepared for their future clinical practice. The participant responses related 
to the above statements were as follows: 
 
Group 3, page 6, participant B: “They are not interested in nursing any patient so that is 
why they are absenting themselves in the wards.” 
 
Group 4, page 8, participant A: “…I think another big challenge is because the students 
that we are having, they don’t show any interest especially nursing or general or in 
midwifery.” 
 
Group 3, page 13, participant E: “…they [students] just do it as a means to an end 
….they [students] don’t like midwifery…they [students] don’t want it.” 
 
Group 2, page 4, participant A: “…they don’t go on duty because they are not motivated 
so   those are the challenges we are looking at.” 
 
Perceptions related to a lack of clinical practice and a lack of commitment by the 
students, were expressed as follows: 
 
Group 4, page 3, participant B: “…they don’t show that zeal, they are not keen to 
learn… most of the time they play hide and seek. When it’s time to learn they are they 
are nowhere to be found.” 
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Group 4, page 8, Participant A: “You find out t they don’t take anything seriously … 
Even you struggling to get them, you have to follow them in everything … So they don’t 
show interest in the practice of midwifery.” 
 
Group 4, page 8, participant D: “You find out they are not serious…others are only here 
for money because since our profession they get something at the end of the month 
they are here for money they don’t even show interest.” 
  
Besides a lack of commitment there was mention of the clinical environment itself, as 
well as financial matters as being barriers to student clinical preparedness. The 
participants indicated that some of the students, due to financial challenges, were often 
absent from the clinical environment, thus missing out on exposure to certain clinical 
experiences and of course the required clinical hours. One of the participants in one of 
the focus groups expressed this concern as follows: 
 
Group 1, page10 Participant C: “… In my area we found out that there are clinics that 
are having the space whereby when you are doing these allocations you find that they 
are too far… our students are using money… Because of the distance now students 
have to be absent”. 
 
According to Kim (2007:370) because of the many problems students encounter in the 
clinical environment, they lose interest in clinical practice. Such a situation is supported 
by the quote above.   
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Sub-theme 1.4 Clinical midwives see clinical teaching as extra work for them  
The participants perceived negative attitudes of clinical midwives towards student 
coaching, supervision, and mentoring as affecting the preparation of student midwives 
to attain the required skills. The participants reported that the students were being 
deprived of learning opportunities during clinical placement as they were allocated 
duties that were not related to their clinical objectives. A clinical learning environment 
should provide opportunities and experiences for students to learn and practice for 
competence. This is supported by Mabuda, Potgieter and Alberts (2008:20) stating that 
to enhance teaching and learning, respect, kindness, interest and understanding has to 
be shown to students. For example, the participants said:  
 
Group 4, page 2, participant C: “Students are not given access to plot in the 
partogram…”  
 
Group 3, page 3, participant B: “…they don’t take rounds with doctors, they are thrown 
there…:the teachable moments in the clinical area are not there, they have died a 
natural death…” 
 
In a study by Mampunge (2013:44) on student perceptions regarding preparedness for 
clinical placement, it was noted that there were concerns related to students being used 
as part of the workforce. For instance, students were allocated duties that were below 
their level of training or sub-category duties. This makes the students not to acquire the 
skills that are relevant to the course they are educated and trained for. For some of the 
students such allocations are taken as a normal thing to do. Responses in this current 
study about incorrect student duty allocations were as follows: 
 
66 
 
Group 4, page 2, participant C: “… they have that belief that when a student is in the 
ward is there as a workforce…You will find a fourth year student doing temperatures, 
doing feeding of neonates.” 
 
Group 4, page 2, participant C: “They [midwives] think they [students] went there as 
workforce, they’ve got that mentality as well, that they must do routine.” 
 
Also as a challenge, teaching programmes were noted to be not available in the wards 
and at times the clinical midwives deny their role of teaching students.   
 
Group 3, page 3, participant B: “There is no programme that you can see, where it is 
indicated that the students at eleven o’clock ……it died a natural death.” 
 
The participants perceived the clinical midwives as not being interested in their teaching 
role such that it was as if the students are there to invade the clinical area. 
 
Group 3, page 4, participant B: “…Even the sisters in the wards they think it’s your 
students not their students…..” 
 
Group 3, page 10, participant D: “….the clinical areas have detached themselves from 
the college, they have disowned our students.” 
 
Group 4, page 3, participant C: “I would say there is no ownership of the student, so that 
when the student is here is mine, with the responsibility that I’ll let the student learn 
what she is here for.” 
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Group 1, page 8, participant C: “They will say, ‘you are dumping students to us, whom 
do you think will take care of your students’….” 
 
Learning and teaching opportunities are planned taking into consideration the 
characteristics of individual students. Most importantly, as in the context of this study, 
both students and mentors should take responsibility for teaching and learning. 
 
Main Theme 2: Curriculum related issues impact negatively to student clinical 
preparedness 
The second finding of this study is related to the challenges brought about by the 
curriculum on the clinical preparation of the students. A discussion to theme 2 is 
preceded by a diagrammatic presentation of the findings so as to enhance the mental 
picture of the reader created. The diagram is labeled as figure 3.3. 
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Figure 3.3: Theme two and sub-theme findings  
 
Main Theme 2: Curriculum related issues impact negatively to student clinical 
preparedness 
Curriculum development and implementation is for producing competent, skilled 
midwifery practitioners. The participants expressed concern regarding curriculum 
related issues, such as lack of instructional support, time to complete the objectives, 
curriculum distribution or overload, especially at third year level of training. Lack of 
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infrastructure, equipment and staff shortages were raised as concerns that affect the 
clinical preparedness of the students. Emmanuel and Price-Miller (2013:18), Houghton 
et al. (2006:1962); Waterson, Harms, Qupe, Maritz, Manning, Makobe and Chabeli 
(2006:59) argue that for quality preparedness and performance in skills practice, 
support and time to practice is needed by the students. According to the WHO 
Midwifery Standards (2013:5), the quality of midwifery education depends on the quality 
and quantity of resources, as well as the capacity of the teaching institutions. The 
participants in this study raised their concerns regarding a lack of instructional support 
and time – two important resources in teaching and learning. 
 
Sub-theme 2.1: Lack of instructional support and time to complete the objectives 
The participants raised their concerns regarding the limited time available for teaching 
and learning which makes it a challenge to integrate theory and practice. Clinical 
placement timeframes for practice, especially at third year level are viewed by the 
participants in the study as insufficient for the correlation of theory with practice. 
According to Kaphagwani and Useh (2013:181), for clinical practice learning to take 
place students should be adequately prepared in the classroom and simulation 
laboratory. Furthermore, Waterson et al. (2006:59) state that for quality clinical practice 
preparedness and competency to occur, enough time is needed in the classroom and in 
the clinical area. The following extracts support the findings provided in sub- section 2.1: 
 
Group 3, page 1, participant E: “…..third years by the time they go out to the clinical 
area they have got only covered basic anatomy… so they are not fully prepared for the 
exposure [clinical]. They go out there and they are like clean slate.” 
 
Group 3, page 1, participant B: “Because of the year plan that is packed …. we are 
given limited periods during third year level. We send them to the clinical area when 
they are not prepared.”  
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Group 2, page 3, participant D: “Third years are particularly affected because of the 
minimum time that they are allocated in the clinical area.  Some of them go for 
[practical] examination without being allocated [to clinical environment for practice]…So, 
that makes them to theorise midwifery.” 
 
The participants felt that the clinical exposure experienced by the students was not 
sufficient for correlating theory with practice, as the students have to share one 
academic year with other practical modules like Psychiatry, Community and General 
Nursing Sciences. Students are allocated midwifery clinical areas for only four weeks for 
experience and completion of midwifery competencies, evaluations as well as the mark 
for final year examination qualification. The participants felt that the time spent in the 
midwifery units was not realistic for skills learning and practice, and as such students 
leave the area having not achieved competence. As a result, the participants raised the 
concern that the midwifery students either do not qualify for the examination or those 
who qualify often fail the clinical examination.  
Competence is not just about clinical exposure, but about clinical experience. Awuah-
Peasah, Sarfo and Asamoah (2013:23) in their study also argue that students who 
spend less than the stipulated time in the clinical practice area miss the opportunity to 
observe and perform midwifery practice on patients and thus do not meet the objectives 
for registration with the professional body. It is therefore felt that the concern of the 
participants is justified. 
According to the participants, continuous assessments of practical skills is not done 
owing to time constraints, as educators often have to meet their students during 
evaluation time in preparation for final examinations. The participants voiced that they 
find most students not competent, but such students are made to pass the skill after 
several attempts, even if they have not yet achieved competence as the educators give 
them benefit of doubt considering other factors such as limited time to practice the skills. 
One participant said the following in relation to the above: 
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Group 3, page 4, participant C: “when we are evaluating these students it’s when that 
you get these students know nothing , now it is you as a lecturer to demonstrate it back 
by the time of evaluation…but the time is also against her or him because it is 
evaluation time ….” 
 
Sub-theme 2.2: Lack of infrastructure and equipment. 
Students’ needs have to be provided with adequate infrastructure to practice their skills. 
The participants identified a lack of equipment as a contributing factor to the poor 
clinical preparedness and behaviour among their students. The participants felt that the 
limited equipment and the lack of simulation laboratories were problematic. In order for 
the students to have a high quality simulation learning experience it is necessary to 
have adequate resources and staff (McKenna, Bogossian Higgins, Benefer, Brady, Fox-
Young and Cooper, 2011:86). A participant when discussing the lack of simulation 
laboratories and equipment said the following:  
 
Group 2, page 1, participant A: “…our clinical laboratory is just been used … but if I can 
also mention that, the equipment is not enough…” 
 
One participant further voiced a concern that the limited access to the laboratories was 
made worse by the incorrect use of the laboratories, as they were only being used for 
assessments in some campuses. She had the following to say: 
 
Group 2, page 6, participant A: “we thought when we had skills lab it’s going to bridge 
that gap but our skills lab is not working the way it is supposed to… it’s only open for 
evaluations yet it’s supposed to be for their practice so that by the time they go to the 
wards, they are familiar with everything that they have seen in the skills lab.” 
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However, limited equipment and clinical laboratories for practice were not the only 
concern. Some participants perceived clinical simulations as not being ideal for clinical 
midwifery practice. The participants expressed their thoughts on the issue as follows: 
 
Group 2, page 2, participant E: “We do have dummy placentas but it’s not the real one 
to show…so they need to be exposed to the real thing. Clinical laboratory is not for 
midwifery component …” 
 
Group1, page 8, participant C: “… If they can use at least a model for a pregnant doll 
which really feels like a pregnant abdomen, it will make them better, they are struggling 
with this simulation” 
 
The possibility of not accessing the real patients to experience hands-on clinical 
practice for integration of theory to practice is also not helpful, as some students lack 
competency preventing them from qualifying for the final examinations. Even those who 
qualify only do so after several attempts and remedial actions. Meanwhile many of 
those who qualify are failing to pass the practical examinations. Such perceptions were 
expressed as follows:  
 
Group 2, page 5, participant A: “……at the end of the day most students fail….they 
[students] are not prepared, they are not ready…” 
 
Group 2, page 5, participant C: “…with I [the] failing with the skills is there…” 
The participants were experiencing challenges related to the maintenance of standards 
during clinical facilitation and evaluation of midwifery skills. According to the participants 
the lack of standardisation and consistency in midwifery practice was leading to poor 
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practice, and substandard care. Consequently, the non-achievement of the required 
learning outcomes and hence the poor performance of the students was a serious 
problem. 
 
Main Theme 3: Lack of standardisation in clinical midwifery teaching and practice 
is indicating as not producing competent midwives.  
The participants were concerned about not producing competent midwives due to a lack 
of standardisation in the teaching and assessment of midwifery students. The students 
are not confident to practice midwifery skills during clinical placement as the differences 
in practice are confusing to the students. Standardised approaches to teaching and 
practice is meant to provide consistency and objectivity, thus focusing on the attainment 
of competency. These approaches are based on regulatory bodies (Phelan, O’Connell, 
Murphy, McLoughlin and Long, 2014:293).   
 
One participant in group 4 page 7 participant B explained: “… there is a gap between 
them [clinical staff] and us [participants]…there is no guidelines or no proper 
policy…” 
 
Three sub-themes underpinning this main theme emerged from the data.  Discussions 
on the related sub-themes are presented below:  
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Figure 3.4: Theme three and sub-theme results 
 
Sub-theme 3.1 Inconsistencies in clinical teaching and practice by midwifery 
educators and clinical midwives 
The participants in the study stated that there was a difference between what was being 
taught and practiced at the nursing college, and what was being taught and practiced in 
the midwifery clinical areas. Clinical practice competency and confidence is not easily 
achieved as the gap between theory and practice is created by the different practices 
(Houghton, Casey, Shaw and Murphy, 2012:1964). The participants were of the opinion 
that clinical midwives lack knowledge and clinical practice competence, hence, they are 
reluctant to supervise the students. This difference in practice was causing confusion 
among the students as they were lacking confidence to correlate theory and practice 
(Kaphagwani and Useh, 2013:181). Therefore, students were often found to be not 
Main Theme 3: 
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competent because, of the inconsistencies in skills practice between clinical midwives 
and midwifery educators. Therefore, the students were often found to be not competent 
during examinations, as the participants found they practice “wrong things” and become 
accustomed to such practices, often forgetting whatever they were taught in the nursing 
college. In this regard participants expressed the following views:  
 
Group 2, page 4, participant A: “…students were taught in the clinical area, but they 
were taught wrong, wrong skills…he skills that we taught …. are not taught the same in 
the units…” 
 
Group 2, page 4, participant A: “… the challenge…the challenge when they come back 
for evaluation now… you see…that gap…clash because we teach, because we teach 
something else in the classroom and they practice something else in the units.” 
 
Contrary to what the participants stated, McKenzie (2009:397) and Tagutanazvo and 
Mngadi (2009:151) argue that educators are usually the ones lagging behind in new 
developments, because they are away from clinical practice areas and thus become 
less skilled. One participant confirmed that what is taught at the nursing college is not 
what is practised in the clinical practice area by saying: 
 
Group 4, page 4, participant C: “…we are not teaching them according to what they are 
going to get [in practice]…we teach them according to books. Or in another site the 
skill is done differently.” 
 
Group 4, page 6, participant B: “…lets…reflect back on us…we ourselves are not 
standardised we are not doing the same thing…, same skill but doing it differently…, 
…it comes back to us as well as educators.” 
76 
 
 
Group 4, page 4, participant C: “There is no standardization of procedures” 
 
Group 4, page 7, participant A: “…standardization you know that is the problem even 
among ourselves and its confusing to the student.” 
 
The participants claimed that a lack of standardization in clinical practice also affects the 
evaluation. Standardization serves as the guideline to ensure authenticity during clinical 
demonstrations and evaluations.  
 
Sub-theme 3.2 Midwifery educators evaluating skills differently 
The participants claimed that the educators themselves were not consistent in 
facilitating, assessing and evaluating clinical skills practice. According to Senti 
(2013:52), consistency and honesty during evaluation is best assured by using the 
same evaluation tools and following the same processes. In this way students are 
evaluated in the same manner thereby reducing any possibility of favours. The 
participants perceived the assessment results as not being objective, and full of bias 
and manipulation. They did not consider the assessment tools as being designed to 
assess competence. For clinical teaching to be improved, evaluations should be 
conducted comprehensively and objectively (Salsali, 2005:5). One participant explained 
that the quality of assessments was not guaranteed because of the lack of 
knowledgeable and skilled evaluators. 
 
Group 1, page 6, participant B: “…other lecturers from other disciplines help …on 
continuous assessment and final practical examination…I cannot guarantee she is 
really competent to assess my student and objectively…the student may pass….but I 
will not be able to question the decisions (smiling)…” 
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According to the WHO (2013:18), educators have a responsibility to ensure objectivity 
when conducting assessments and confirming competence. The participants in this 
study attested to the fact that some students were allowed to pass after several 
attempts even though not displaying competence. 
 
Group 1, page 12, participant E: “… she tried the skill several time  ... she can’t get 
it…We are giving 50%...that’s how she goes through...” 
 
Different approaches to clinical skills practice impact negatively on student competence, 
as the students become confused, and the learning of skills becomes ineffective, and 
thereafter the students lose interest in clinical skills practice (Kaphagwani & Useh, 
2013:182). Some of the participants said that they sometimes succumb to peer 
pressure, or that they are threatened by the attitude of their colleagues if some students 
are failed though they are not competent. Such practice leads to inadequate attainment 
of competencies and may subsequently make students unprepared for their future 
clinical practice. The WHO (2013:5) states that assessments are to be done objectively 
and that there is a need to ensure quality practice. One participant came out to say: 
 
Group 3, page 7, participant D: “When you make them [students] to repeat the skill you 
are being seen as somebody who is very…strict…who has done something 
unacceptable, as if your aim was to fail the student more than…make her [student] 
understand and master it [the skill] before she can pass on.” 
 
The participants perceived the skills evaluation tools that were being used as having a 
negative effect, and were creating loopholes for discrepancies to occur. Consequently, 
there is subjectivity in the results obtained by the students during continuous 
assessments. 
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Group 4, page 14, participant C: “…yes the tool is the problem…our tools are making 
the student to pass… you make your discretion… that one [colleague] is just allowing 
her [student] to pass. 
 
Group 4, page 15, participant A: “…a tool is a problem…the student will pass and yet 
you see that the student is not competent…” 
 
Group 4, page 15, participant D: “…They are memorising the tool that’s why they get 
90%...” 
 
Generally, if the student clinical assessment is impacting positively on the quality of 
educational outcomes, the students will develop professionally (Carter, Sidebotham, 
Creedy, Fenwick and Gamble, 2015:2). As a means to achieve this professional 
development, consistency and responsibility have to be maintained by all involved in the 
teaching and assessment of clinical practice skills. Various strategies need to be put in 
place to ensure that all the stakeholders involved in teaching and assessments are 
developed to enhance the quality of practice of their students, while still on training, and 
thus increase the chances of improved patient care. 
 
3.4 CONCLUSION 
In the current chapter information from the participants was discussed, and was 
supported by literature and direct quotes from the participants. The findings were 
developed from the data collected from the participants. Thereafter, the main themes 
and sub-themes were developed. It emerged that midwifery educators have numerous 
challenges to ensure that their students receive the best educational and learning 
experience possible. The challenges were inconsistencies in practising midwifery skills 
and lack of integrity amongst nurse educators when evaluating students to ensure 
student clinical competencies. Most importantly, participants were concerned about 
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students who are ill-prepared for clinical practice, have failed formative clinical 
assessments, but have to be promoted or be found competent so as to pass and be 
qualified professional nurses. 
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CHAPTER FOUR 
SUMMARY, CONCLUSION, LIMITATIONS AND RECOMMENDATIONS 
 
4.1 INTRODUCTION 
An overview of the research study was presented in chapter one and followed by an in-
depth description of the research design and methods of the study in chapter two. The 
findings from the data collection and its analysis were presented and discussed in 
chapter three. Discussions were supported with literature and direct quotes from the 
participants. Three main themes and sub-themes were identified followed by extensive 
discussions. In the current chapter, the summary, conclusions, limitations and 
recommendations for future research, nursing education and clinical practice of 
midwifery are presented and discussed based on the findings of the study.  
 
4.2 SUMMARY OF THE STUDY 
An overview of the study was presented in chapter one, the research design and 
methods were then discussed in chapter two, while data analysis and interpretation of 
results was done in chapter three of the study. The purpose of the study was to explore 
the perceptions of midwifery educators regarding the need for additional measures to 
enhance clinical preparedness of students before their clinical placements. The need to 
conduct the research was influenced by an increased failure rate of students in 
midwifery clinical practice. The performance and the quality of midwifery practice of the 
newly qualified midwives had dropped and therefore there is a need to enhance clinical 
teaching to prepare the newly qualified midwives to be competent practitioners. There 
were concerns about the nature and quality of midwifery clinical preparation for students 
in the nursing college before clinical placement. The focus of the study was on two 
objectives which were: 
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 To explore and describe the perceptions of midwifery educators regarding 
the need for additional measures to enhance the clinical preparedness of 
basic midwifery students before they are allocated to the clinical areas. 
 To make recommendations that will further assist the midwifery educators to 
clinically prepare basic midwifery students before they are allocated and 
placed in the clinical areas. 
 
The study used a qualitative, explorative, descriptive and contextual research design. 
The research population consisted of all the midwifery educators in the Eastern Cape 
Province. Purposive sampling assisted with the selection of a suitable sample using the 
following criteria: 
 
 Participants had taught midwifery for a period of at least two years 
 Participants were permanently employed in the college 
 Participants were allocated and actively involved in student clinical teaching and 
accompaniment 
 Participants were involved in the formative and summative assessments of 
midwifery clinical practice. 
 
Data were collected using four focus group audio-recorded interviews. One focus group 
had four members while two focus groups comprised of five participants each with the 
exception of the pilot study focus group that had three participants, making a total of 
seventeen participants in all. The total sample comprised of seventeen participants 
inclusive of the pilot study. All focus group participants responded to one main question 
as indicated below:  
 
“Tell me how you feel about your current clinical teaching strategy for the 
purpose of clinical preparedness of your students before clinical placement.” 
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Follow up questions in a format of pre-determined interview schedule were used to 
assist with the direction of the interview. The pre-determined interview schedule was: 
 
 How do midwifery educators perceive their clinical teaching strategy to prepare 
their students for clinical allocation(delete as per recommendation) 
 What are the perceptions of midwifery educators regarding additional measures 
to their current clinical teaching strategy? 
 What do midwifery educators plan as an addition to current clinical teaching 
strategies which could benefit to cope as independent practitioners in clinical 
areas? 
 
The data that were collected were transcribed verbatim as soon as data saturation was 
reached. Tesch’s method of data analysis was used to analyse the data. Three main 
themes emerged from data analysis. The main themes were: 
 
1. The participants indicated some challenges that hinder the clinical 
preparedness of the students. 
The participants shared that the midwifery clinical teaching strategy in the nursing 
college was causing some frustration as there was increased failure rates of midwifery 
skills by their students. Reasons given ranged from reduced infrastructure to lack of 
equipment. Increased workload was seen as a major factor leading to non-effective 
teaching that resulted in poor student clinical performance. Furthermore, the 
participants experienced the large numbers of students to be overwhelming and that 
they needed clinical assistance as the midwives themselves worked under difficult 
clinical working conditions. Therefore, owing to these challenges they did not receive 
enough support from the clinical midwives. The participants also expressed a concern 
that the managers in the nursing college were not supportive. The participants stated 
that their students lacked commitment to their studies. On a more positive note, the 
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participants were passionate about their work, hence their continued efforts to prepare 
their students for clinical allocation.  
 
2. Curriculum related issues impact negatively to student clinical preparedness 
The participants indicated that students were not provided with sufficient theory that was 
necessary for integration into practice during clinical exposure. They also felt that the 
time spent by the students in the clinical area was too short for the students to complete 
their clinical practice objectives. Insufficient infrastructure and equipment for classrooms 
and clinical laboratories made it difficult for the students to practice the skills during their 
own time. Clinical placement is where the students are to integrate theory and practice, 
and where they have to achieve the objectives for their qualification. The simulation 
laboratory has been identified as the ideal place to practice skills if the resources are 
adequate (McKenna et al., 2011:86). However, insufficient infrastructure and equipment 
for clinical laboratories has made it difficult for the students to practice the skills. 
 
3. Lastly it emerged that lack of standardization in clinical midwifery teaching and 
practice is not preparing competent midwives 
The participants identified a lack of standardization and the inconsistencies in skills 
practice as contributing factors that lead to a lack of confidence among students during 
clinical practice. Clinical learning provides the students with an opportunity to develop 
self-directedness in clinical performance making them confident to render quality care 
(Peter, 2008:2). The participants agreed that even among the educators there were 
different practices even when evaluating the students. 
 
4.3 CONCLUSIONS OF THE STUDY 
The findings of the study reveal that the participants perceived the current clinical 
teaching strategy as not assisting the purpose of the programme, namely that of 
producing independent safe practitioners. Based on the presentation of the findings, the 
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researcher concludes that the first objective of the study has been fully met. The second 
objective, based on the study findings will be presented shortly, however, first there will 
be a discussion of the limitations of the study. 
 
4.4 LIMITATIONS OF THE STUDY 
Limitations are barriers or constraints that weaken or decrease the credibility of the 
study results. These could be the research design, the sample of the study and the 
research methods (Botma, 2010:107; Burns and Grove, 2011:48). According to De Vos 
(2011:288), limitations of the study are to be explicit so that precautionary measures 
may be applied to reduce any possible negative impact that the study could have. The 
limitations experienced in this study were:     
 
 There was difficulty in accessing the participants as the nursing college is vast with 
campuses all over the province. Travelling to these campuses caused delays in data 
collection.  
 
 Owing to nursing college activities, there were challenges regarding finding the best 
time to interview the participants. Interviews had to be mainly conducted when the 
participants were off duty and for this reason at times some of the participants did 
not arrive for the interview. As a result, appointments had to be rescheduled and 
data collection took longer than was anticipated. 
 
 The researcher as the main facilitator of interviews had challenges as it was the first 
time she facilitated focus group interviews. The researcher relied on the guidance of 
the supervisor as well as relevant literature to assist with the process.  
 
 The nursing science profession is a female dominated discipline and the researcher 
was not successful in sourcing male participants, as there were no male facilitators 
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in the nursing college and the few available males did not meet the criteria. It may 
have added an extra dimension to the findings if the perceptions of male midwifery 
educators had taken part in the interviews.  
 
 Triangulation was ensured by using a co-facilitator during interviews, interviews and 
field notes to collect data and use of co-coder during data analysis but with difficulty 
to prevent the researcher’s views from influencing the findings. Questions were 
asked to clarify the views and meanings of the discussions. 
 
4.5  RECOMMENDATIONS 
The first objective of the study was on the exploration and description of the current 
midwifery clinical teaching strategy has been fulfilled and has been achieved after a 
process of data collection during interviews followed by analysis of data for identification 
of themes. Thereafter, findings were discussed using the available literature to support 
the discussions. The second objective was to make recommendations based on the 
findings of research study conducted: 
 
4.5.1 Recommendations drawn for clinical practice 
The participants indicated that clinical midwives are not supportive towards students 
during clinical placement in the units. According to Department of Health (2008:13), 
education of students should focus on integration of theory and practice. Moreover 
participants say there is lack of supervision for students by the clinical midwives which 
is associated with a lack of experience, confidence in skills and knowledge. 
Experienced practitioners are expected to mentor and evaluate the practical 
performance of students during practice. The following recommendations are therefore 
proposed for clinical practice: 
 
 Clinical practice midwifery members need to be capacitated through attending 
orientation programmes, skills development workshops, seminars and engage 
86 
 
themselves in self-development programmes. Such steps are helpful to increase 
their knowledge, confidence in assisting students, supervising students and 
mentoring students.     
 
 There is a need for clinical midwives to plan education programmes that are 
based on the objectives of each level of training to support the students. It is 
hoped that such programmes would motivate the students to attend clinical 
sessions for the completion of their learning requirements. Self-confidence 
assists students in practice and to utilize the skills learnt (Porter, Morphel, Missen 
and Raymond, 2013:483) 
 
 Practice and learning opportunities are to be accessed by all students for them to 
apply the information, and practice the skills learnt in the classroom setting, thus 
reducing the gap between theory and practice (Kaphagwani and Useh, 
2013:181). 
 
 The clinical midwives should create good relations and a therapeutic 
environment for student learning, by providing support and guidance to the 
students. This enables the students to share their problems and experiences 
during practice. 
 
Recommendations for clinical practice have been identified and discussed. Following is 
the presentation and discussion of the recommendations developed for midwifery 
education. 
 
4.5.2 Recommendations drawn for midwifery education 
The participants expressed concerns regarding the increased student intake and 
workload for educators. Clinical efficiency and competence is perceived as ineffective 
due to a lack of motivation as there is no support and empowerment by the 
management of the nursing college. This lack of support makes the participants feel 
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less appreciated in the nursing college. Lack of support by educators and ward staff 
may result in the poor performance of the students (Nxumalo, 2011:292). The behaviour 
and attitudes of students is perceived by the midwife educators as not assisting 
students to learn effectively. Incongruence of clinical skills practice between educators 
and clinical midwives, as well as among the educators is identified as a challenge. 
There were concerns as well regarding the expertise of assessors to conduct reliable 
assessments. The proposed recommendations are discussed below: 
 
 The nursing college management are encouraged to show care, have a sense of 
humanity and demonstrate that they value their employees. Such care, humanity 
and showing of value can be achieved through implementing strategies that will 
empower and motivate employees. Employee performance will thus be 
increased. As the employees show greater commitment, work productivity is 
increased, while absenteeism and resignations are said to be reduced (Chun-
Fang and Tsung-Sheng, 2011:181). 
 
 Managers are encouraged to provide adequate infrastructure with efficient up to 
date equipment for skills demonstrations and practice. Dedicated infrastructure 
for clinical teaching should be available in all the institution’s campuses. Students 
will be able to witness and practice in the laboratories during their own time.    
 
 Midwifery educators are encouraged to collaborate and involve multidisciplinary 
and relevant stakeholders during planning, development and implementation of 
curriculum content and teaching-learning facilitation. 
 
 Meetings and workshops should be arranged for discussion on student training 
needs including progress in learning. The meetings should be attended by those 
involved with students education and training from both clinical and education 
sectors. Such meetings will ensure standardization and consistency in practice 
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while reducing the gap between clinical practice and midwifery education. 
Community needs will be identified and catered for in the curriculum. 
 
 Midwifery educators are encouraged to engage in continuous development 
programmes and to continuously update their knowledge and improve their 
expertise in skills techniques. They are encouraged to interact and attend 
seminars with national and international professional bodies and to consult 
available literature and government publications to ensure that are continuously 
updated regarding advances in midwifery. 
 
 The midwifery education sector should provide adequate numbers of staff to 
facilitate both theory and clinical practice. The administrative workload of the 
midwifery educators would thus be reduced and would enable them to cope with 
teaching the increased number of students. This could be achieved through the 
implementation of retention strategies that could discourage resignations of the 
existing staff members.  
 
 Clinical departments are to be established in all nursing education institutions as 
recommended in the National Strategic Plan for Nurse Education and Practice 
(Geyer, 2013:10). This fully fledged department would reduce the workload for 
theory facilitators. Support and supervision of the students should be continuous. 
 
 The curriculum has to be reviewed at frequent intervals to incorporate new 
developments and keep abreast of the new developments. This needs to be 
done in collaboration with other stakeholders. 
 
Recommendations for further research are drawn and discussed below. 
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4.5.3 Recommendations drawn for research 
A number of recommendations were developed regarding future research concerning 
the midwifery education. 
 
 There is a need for similar research studies using various institutions including 
private colleges to either support or verify the findings of the study. The current 
study was conducted in a public institution therefore the findings may not be the 
same as the views of educators in private institutions and universities. 
 
 A study needs to be conducted with a sample that is representative of all race, 
gender groups, groups from different socio-economic backgrounds, as not all 
groups experience the same challenges such as private institutions and 
universities. 
 
 A similar study could be conducted with other nursing disciplines to enhance 
clinical teaching and improve quality in clinical practice. 
 
 In the study, qualitative, descriptive designs were used therefore a quantitative 
study could be developed using the question studied to compare the findings of 
the study. 
 
4.6  CONCLUSION 
After a short discussion of the limitations the recommendations related to clinical 
practice, education and research were developed based on the findings and 
discussions of the study. The recommendations could be used for the planning of the 
curriculum. This could add value to the midwifery practice. Therefore after these 
discussions the researcher concluded that the second objective of the research study 
had been fulfilled.  
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